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Each  capsule  contains 
mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  Br. 


Rications  in  providing 
Librium®  (chlordiaz- 
it  antisecretory  and 
C^arzan®  (clidinium  Br)  for 
syndrome*  and 


the  Specifics 
epoxid%M^^ 
antispasmodicj 


Librax® 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2,5  mg  clidinlum  Br. 


Please  consult  complete  prescribing  Informa- 
tion, a summary  of  which  follows: 

Irtdications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation. FDA  has  classified  the  indications 
as  follows 

"Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis 
Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy. benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  FICl  and/or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g . operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug 
Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  In  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions. edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  / e . dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation 
Cksnstipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets 
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BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGY  AND  MEDICINE 
Providence,  Rhode  Island  02912 
863-3231 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 

MARCH 

8 CLINIC  DAY  IN  EMERGENCY  MEDICINE.  Topics  will  include:  "The  Ophthal- 
mologic Emergency,"  Robert  Curran,  M.D.,  Chief,  Ophthalmology,  The 
Memorial  Hospital  and  Clinical  Assistant  Professor,  Brown  University  Pro- 
gram in  Medicine;  "Epistaxis,"  Vartan  Papazian,  M.D.,  Chief,  Otolaryn- 
gology, The  Memorial  Hospital;  "Acute  Abdominal  Trauma,"  Paul  Healey, 
M.D.,  Surgeon,  The  Memorial  Hospital;  "Head  Injuries  (an  overview)," 
Paul  Bernstein,  M.D.,  Neurosurgeon,  The  Memorial  Hospital;  "Knee  Injuries," 
David  Quigley,  M.D.,  Orthopedic  Surgeon,  The  Memorial  Hospital  and 
Clinical  Instructor,  Brown  University  Program  in  Medicine;  "CPR,"  Abdul 
H.  Khan,  M.D.,  Medical  Director  iCU/CCU,  The  Memorial  Hospital  and 
Assistant  Professor  of  Medicine,  Brown  University  Program  in  Medicine; 
"Hand  Injuries,"  Charles  Johnson,  M.D.,  Chief,  Plastic  Surgery,  The  Me- 
morial Hospital  and  Clinical  Instructor,  Brown  University  Program  in 
Medicine;  "Psychiatric  Emergencies,"  Bashir  Ahmad,  M.D.,  Chief,  Psy- 
chiatry, The  Memorial  Hospital.  Sponsored  by  The  Memorial  Hospital  and 
Brown  University  Program  in  Medicine.  8:30  a.m.  to  4:00  p.m.  Registration 
fee  $20.00  (includes  lunch).  Nurses  Auditorium,  The  Memorial  Hospital. 
For  further  information,  contact  J.  J.  Theoret,  M.D.,  722-6000. 

11  & 12  FOURTEENTH  ANNUAL  DENTiSTRY/MEDIClNE  INTERFACE  SYMPOSIUM 
ENTITLED  "VIRAL  DISEASE  AND  OTHER  INFECTIONS  OF  THE  ORAL  CAVITY." 
Topics  will  include:  "Introduction  to  Virology"  and  "EB  Virus  and  Human 
Cancer,"  Alan  S.  Rabson,  M.D.,  Director,  Division  of  Cancer  Biology  and 
Diagnosis,  National  Cancer  Institute;  "The  Herpesviruses"  and  "EB  Virus 
— Clinical  Aspects,"  Clyde  Crumpacker,  M.D.,  Assistant  Professor  of  Med- 
icine, Harvard  Med  cal  School  and  Chief,  Infectious  Disease  Unit,  Beth 
Israel  Hospital;  "Viral  Diseases  and  other  Infections  Involving  the  Oral 
Cavity,"  Nathaniel  Young,  M.D.,  Head,  Viral  Oncology  and  Molecular 
Pathology  Section,  Laboratory  of  Pathology,  Division  of  Cancer  Biology 
and  Diagnosis,  National  Cancer  Institute  and  Senior  Attending  Physician 
in  Infectious  Diseases,  National  Institute  of  Allergy  and  Infectious  Diseases; 
"Antiviral  Therapy,"  Raphael  Dolin,  M.D.,  Head,  Virology  Section,  Labo- 
ratory of  Clinical  Investigation,  National  Institute  of  Allergy  and  Infectious 
Diseases;  "Iontophoresis  Treatment,"  Mary  D.  Lekas,  M.D.,  Surgeon,  De- 
partment of  Otolaryngology,  Rhode  Island  Hospital  and  Assistant  Clinical 
Professor  of  Surgery,  Brown  University  Program  in  Medicine.  Sponsored 
by  the  American  Academy  of  Oral  Medicine  and  the  Brown  University 


Program  in  Medicine  for  interested  dentists,  physicians,  and  allied  health 
profession  personnel.  Scientif  c sessions  12:45  p.m.  to  4:45  p.m.  on  Sat- 
urday and  9:00  a.m.  to  12:30  p.m.  on  Sunday.  Ress  Auditorium,  Barus 
and  Holley  Building,  Brown  Univers  ty.  Registration  fee  $25.00  (fee  is 
waived  for  Brown  full-fme  faculty  members,  residents,  and  students). 
Additional  charge  of  $12.00  for  cocktails  and  dinner  at  the  Brown  Faculty 
Club  on  Saturday  night  at  6:30.  For  further  information,  contact  Mrs. 
Owens,  863-3330. 

17  "RECENT  ADVANCES  IN  PEDIATRICS,"  Sydney  S.  Gellis,  M.D.,  Tufts  Univer- 
sity School  of  Medicine.  Pediatric  Teaching  Rounds,  Kay  Auditorium,  Roger 
Williams  General  Hospital.  10:30  a.m.  to  12:00  noon. 

"THE  PROPER  USE  OF  PSYCHIATRIC  CONSULTATION  AT  A COMMUNITY 
HOSPITAL,"  Shervert  H.  Frazier,  M.D.,  Professor  of  Psychiatry,  Harvard 
Medical  School;  Psychiatrist-in-Chief,  McLean  Hospital,  Belmont,  Massa- 
chusetts. 10  a.m.  to  12  noon.  AV  Room,  Newport  Hospital. 

29  SEMINAR  ENTITLED:  "NONINVASIVE  EVALUATION  OF  THE  PATIENT  WITH 
ISCHEMIC  HEART  DISEASE."  Topics  will  include:  "Survey  of  Noninvasive 
Diagnostic  Techniques  in  Cardiology,"  Arthur  Sasahara,  M.D.,  Chief  of 
Medicine,  U.S.  Veterans  Administration  Hospital,  Roxbury,  Massachusetts; 
Professor,  Harvard  Medical  School;  "Myocardial  Infarct  Imaging,"  Leonard 
B.  Holman,  M.D.,  Chief  of  Clinical  Nuclear  Medicine,  Peter  Bent  Brigham 
Hospital,  Boston,  Massachusetts;  Associate  Professor  of  Radiology,  Harvard 
Medical  School;  Established  Investigator,  American  Heart  Association;  "Eval- 
uation of  Left  Ventricular  Function  and  Stress  Testing  with  Radionuclides  by 
Gated  Images,"  Gerald  Pohost,  M.D.,  Assistant  Professor  in  Medicine  at  the 
Massachusetts  General  Hospital,  Boston,  Massachusetts;  "Evaluation  of  Left 
Ventricular  Function  by  Single  Pass  Studies,"  Donald  Tow,  M.D.,  Chief,  Nu- 
clear Medicine  Service,  U.S.  Veterans  Administration  Hospital,  West  Rox- 
bury, Massachusetts;  "Stress  Testing  with  ECG  Monitoring,"  Richard  A. 
Carleton,  M.D.,  Chief,  Division  of  Cardiology,  The  Memorial  Hospital,  Paw- 
tucket, R.I.;  Professor  of  Medicine,  Brown  University,  Providence,  R.I.;  "Phy- 
sical Concepts  of  Ultrasound  in  Diagnostic  Medic'ne,"  Paul  H.  Brown,  Ph.D., 
Instructor,  Radiation  Physics,  Brown  University,  R.I.;  Physicist-in-Charge, 
U.S.  Veterans  Administration  Hospital,  Providence,  R.I.;  "Echocardiography 
in  Evaluation  of  Left  Ventricular  Function,"  John  O.  Pastore,  M.D.,  Director, 
Noninvasive  Cardiac  Laboratory,  St.  Elizabeth's  Hospital,  Boston,  Massa- 
chusetts; Assistant  Professor  of  Medicine,  Tufts  University,  Boston,  Massa- 
chusetts. Marriott  Inn,  Providence,  R.I.,  9:00  a.m.  to  5:00  p.m.  For  further 
information,  contact  the  R.!.  Affil  ate  of  the  American  Heart  Association,  at- 
tention Mr.  Dave  Chatel,  728-5300. 

APRIL 


14  "EXPRESSION  OF  SICKLE  CELL  D'SEASE  IN  INFANCY,"  Audrey  K.  Brown, 
M.D.,  State  University  of  NYC  — Downstate.  Pediatric  Teaching  Rounds, 
Kay  Auditorium,  Roger  Williams  General  Hospital.  10:30  a.m.  to  12:00  p.m. 

15  "MANAGEMENT  OF  THE  ALCOHOLIC  PATIENT,"  Kenneth  H.  Williams,  M.D., 
Associate  Professor  of  Psychiatry  and  Internal  AAedicine,  Univ.  of  Pittsburg 
School  of  Medicine;  Director,  Alcohol-Drug  Abuse  Clinic,  Western  Psychi- 
atric Institute  and  Clinic,  Pittsburg,  Pa.  Seminar  10-12  noon.  AV  Room, 
Newport  Hospital. 


26  SYMPOSIUM  ON  ARTHRITIS  ENTITLED  "MANAGEMENT  OF  COMMON  RHEU- 
MATIC DISEASES."  Symposium  will  include  lectures  and  workshops  for 
the  primary  care  physician  and  health  care  professional.  Sponsored  by 
the  Brown  University  Program  in  Medicine,  The  Rheumatology  Center  of 
the  Roger  Williams  Genera!  Hospital  and  the  Rhode  Island  Chapter  of 
the  Arthritis  Foundation.  Registration  8:30  a.m.  Lectures  9:00  a.m.  to  4:00 
p.m.  Sheraton  Islander,  Goat  island,  Newport,  R.l.  For  further  information, 
contact  Dorothy  Rosenberg  456-2069. 


MAY 

6 "NUCLEAR  MEDICINE  IN  MEDICAL  AND  SURGICAL  PRACTICE,"  Henry  N. 
Wagner,  M.D.,  Professor  of  Medicine,  Radiology  and  Environmental  Health, 
Johns  Hopkins  Medical  School;  Head,  Division  of  Nuclear  Medicine  and 
Radiation  Health,  Johns  Hopkins  Medical  Institutions.  Seminar  10-12  noon. 
Luncheon  follows  at  noon  to  1 p.m..  Pier  Restaurant,  Newport,  Those 
wishing  to  attend  this  Newport  Hospital  Postgraduate  Medical  Seminar 
who  are  not  members  of  the  Newport  Medical  Society  are  welcome.  How- 
ever, they  should  call  Mrs.  Elizabeth  Cranston,  1-401-846-6400,  Ext.  445 
for  luncheon  reservations.  There  is  a charge  of  $7.00  per  person  for  non- 
members. 

12  "MANAGEMENT  OF  INCREASED  INTRACRANIAL  PRESSURE,"  Charles  Barlow, 
M.D.,  Harvard  Medical  School.  Pediatric  Teaching  Rounds,  Kay  Auditorium, 
Roger  Williams  General  Hospital.  10:30  a.m.  to  12:00  p.m. 


JUNE 

9 "THYROID  DISEASE  IN  CHILDREN,"  Robert  M.  Blizzard,  M.D.,  University 
of  Virginia  Medical  School.  Pediatric  Teaching  Rounds,  Kay  Auditorium, 
Roger  Williams  General  Hospital.  10:30  a.m.  to  12:00  p.m. 
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TS:  250  mg,  500  mg,  and  125  mg 

LDOMET(methyidob\  i msd) 

ps  lower  blood  pressure  effectively... 

^ally  with  no  direct  effect  on 
Jfdiac  function- cardiac  output 
usually  maintained 

)MET  i€  contraindicated  inactive  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
bus  methyidopa  therapy  has  been  associated  with  I iver  disorders. 

•%iportant  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
ypccur  with  methyidopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  I iver  disorders 
lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
tjs  see  the  brief  summary  of  prescribing  information. 

brief  summary  of  prescribing  information,  please  see  following  page. 


MSD 

lEFICK 
'HME 


Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  if  previous 
methyidopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity 
IMamings;  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyidopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyidopa  therapy.  10%  to  20%  of  pa- 
tients develop  a positive  direct  (ioombs  test,  usually 
between  6 and  12  months  of  therapy  Lowest  incidence 
IS  at  daily  dosage  of  1 g or  less.  This  on  rare  occasions 
may  be  associated  with  hemolytic  anemia,  which 
could  lead  to  potentially  fatal  complications  One  can- 
not predict  which  patients  with  a positive  direct 
Coombs  test  may  develop  hemolytic  anemia  Prior  ex- 
istence or  development  of  a positive  direct  Coombs 
test  IS  not  in  itself  a contraindication  to  use  of 
methyidopa.  If  a positive  Coombs  test  develops  during 
methyidopa  therapy,  determine  whether  hemolytic 
anemia  exists  and  whether  the  positive  Coombs  test 
may  be  a problem.  For  example,  in  addition  to  a posi- 
tive direct  Coombs  test  there  is  less  often  a positive  in- 
direct Coombs  test  which  may  interfere  with  cross 
matching  of  blood 

At  the  start  of  methyidopa  therapy,  it  is  desirable  to  do 
a blood  count  (hematocrit,  hemoglobin,  or  red  cell 
count)  for  a baseline  or  to  establish  whether  there  is 
anemia  Periodic  blood  counts  should  be  done  during 
therapy  to  detect  hemolytic  anemia.  It  may  be  useful 
to  do  a direct  Coombs  test  before  therapy  and  at  6 and 
12  months  after  the  start  of  therapy  If  Coombs-posi- 
tive  hemolytic  anemia  occurs,  the  cause  may  be 
methyidopa  and  the  drug  should  be  discontinued 
Usually  the  anemia  remits  promptly.  If  not,  cor- 
ticosteroids may  be  given  and  other  causes  of  anemia 
should  be  considered.  If  the  hemolytic  anemia  is  re- 
lated to  methyidopa,  the  drug  should  not  be 
reinstituted  When  methyidopa  causes  Coombs 
positivity  alone  or  with  hemolytic  anemia,  the  red  cell 
is  usually  coated  with  gamma  globulin  of  the  IgG 
(gamma  G)  class  only.  The  positive  Coombs  test  may 
not  revert  to  normal  until  weeks  to  months  after 
methyidopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood  In  the 
absence  of  hemolytic  anemia,  usually  only  the  direct 
Coombs  test  will  be  positive  A positive  direct  Coombs 
test  alone  will  not  interfere  with  typing  or  cross 
matching.  If  the  indirect  Coombs  test  is  also  positive. 


in  hypertension 

ALDOMET 


(MEIHYlDOffllMSO) 


helps  lower 
blo^  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


problems  may  arise  in  the  major  cross  match  and  the 
assistance  of  a hematologist  or  transfusion  expert  will 
be  needed 

Fever  has  occurred  within  first  3 weeks  of  therapy,  oc- 
casionally with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SCOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to  3 
months  of  therapy  In  some  patients  the  findings  are 
consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or  jaun- 
dice appear,  stop  therapy  with  methyidopa.  If  caused 
by  methyidopa.  the  temperature  and  abnormalities  in 
liver  function  characteristically  have  reverted  to  nor- 
mal when  the  drug  was  discontinued  Methyidopa 
should  not  be  reinstituted  in  such  patients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur  Pa- 
tients should  be  followed  carefully  to  detect  side  reac- 
tions or  unusual  manifestations  of  drug  idiosyncrasy 
Pregnancy  and  Nursing:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  or  intend  to  nurse  re- 
quires that  anticipated  benefits  be  weighed  against 
possible  risks;  possibility  of  fetal  injury  or  injury  to  a 
nursing  infant  cannot  be  excluded  Methyidopa 
crosses  the  placental  barrier,  appears  in  cord  blood, 
and  appears  in  breast  milk 

Precautions:  Should  be  used  with  caution  in  pa-  i 
tients  with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings)  May  interfere  with  measure- 
ment of;  urinary  uric  acid  by  the  phosphotungstate 
method,  serum  creatinine  by  the  alkaline  picrate 
method,  and  SGOT  by  colorimetric  methods.  Since  ' 
methyidopa  causes  fluorescence  in  urine  samples  at 
the  same  wavelengths  as  catecholamines,  falsely  high  I 
levels  of  urinary  catecholamines  may  be  reported  i 
This  will  interfere  with  the  diagnosis  of  pheochromo- 
cytoma.  It  is  important  to  recognize  this  phenomenon 
before  a patient  with  a possible  pheochromocytoma  is  I 
subjected  to  surgery  Methyidopa  is  not  recommended 
for  patients  with  pheochromocytoma.  Urine  exposed  to 
air  after  voiding  may  darken  because  of  breakdown  of  / 
methyidopa  or  its  metabolites.  / 

Stop  drug  if  involuntary  choreoathetotic  movements  i 
occur  in  patients  with  severe  bilateral  cerebrovascular  i 

MSD  MERCK  SHARP  & DOHME 


disease  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anesthesia 
usually  can  be  controlled  with  vasopressors  Hyper- 
tension has  recurred  after  dialysis  in  patients  on 
methyidopa  because  the  drug  is  removed  by  this 
procedure 

Adverse  Reactions:  Central  nervous  system:  Seii- 
tion,  headache,  asthenia  or  weakness,  usually  early 
and  transient,  dizziness,  lightheadedness,  symptoms 
of  cerebrovascular  insufficiency,  paresthesias,  parkin- 
sonism, Bells  palsy,  decreased  mental  acuity,  involun- 
tary choreoathetotic  movements,  psychic  distur- 
bances, including  nightmares  and  reversible  mild 
psychoses  or  depression 

Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage).  Edema  (and  weight  gam)  usually  relieved  by 
use  of  a diuretic.  (Discontinue  methyidopa  if  edema 
progresses  or  signs  of  heart  failure  appear) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black”  tongue,  pancreatitis,  sialadenitis. 

//ej3Bl/c;  Abnormal  liver  function  tests,  jaundice,  liver 
disorders 

Hematologic:  Positive  Coombs  test,  hemolytic  anemia. 
Leukopenia,  granulocytopenia,  thrombocytopenia. 
Positive  tests  for  antinuclear  antibody,  LE  cells,  and 
rheumatoid  factor 

AHergic:  Drug-related  fever,  lupus-like  syndrome, 
myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to  500  mg 
daily  when  given  with  antihyperlensives  other  than 
thiazides  Tolerance  may  occur,  usually  between  sec- 
ond and  third  months  of  therapy;  increased  dosage  or 
adding  a diuretic  frequently  restores  effective  control. 
Patients  with  impaired  renal  function  may  respond  to 
smaller  doses.  Syncope  in  older  patients  may  be  re- 
lated to  increased  sensitivity  and  advanced  ar- 
teriosclerotic vascular  disease;  this  may  be  avoided 
by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyidopa  each,  in  bottles  of  100;  Tablets,  containing 
250  mg  methyidopa  each,  in  single-unit  packages  of 
100  and  bottles  of  100  and  1000;  Tablets,  containing 
500  mg  methyidopa  each,  in  single-unit  packages  of 
100  and  bottles  of  100  and  500. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  frescribing  information. 
Mer^  Sharp  & Dohme,  Division  of  Merck  S Co.  Inc., 
West  Point,  Pa.  19486  j6amotri(709) 
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Rx  Sugar-Free  Pharmaceuticals 

Do  you  need  to  prescribe 
Sugar-Free  Cough  Medicines?? 

Readily  available  at  any  pharmacy. 

Prescribe  with  confidence  our  Rx  specialties: 


Tussirex  w/codeine,  Syrup  or  SUGAR  FREE 


Class  5,  Welfare  approved  in  R.  I. 

Each  or.  (30cc.)  contains:  Codeine  Phosphate  I gr.  (warn- 
ing: May  be  habit  forming);  Pheniramlne  Maleate  80  mg.; 
Phenylephrine  Hydroclorlde  25  mg.;  Sodium  Citrate  500  mg.; 
Sodium  Salicylate  500  mg.;  Caffeine  Citrate  150  mg.;  L-Men- 
thol  I mgm.  and  Preservative  0.02°/, 


Scot-Tussin  FORTE  Syrup  and  SUGAR  FREE 

Class  3,  Welfare  approved  in  R.  I. 

COMPOSITION:  Each  or.  (30cc.)  contains:  Dihydroco- 

deinone  Bitartrate  15  mg.  (Warning:  May  be  habit  forming); 
Phenylephrine  Hcl  .30  mg.;  Phenylpropanolamine  Mcl.  30 
mg.;  Pheniramlne  Maleate  80  mg.;  Glyceryl  Gualacolate  480 
mg.;  Methylparaben  0.18%;  Propylparaben  0.02%  and  Alco- 
hol 5%  by  volume. 


SPECIALTIES:  Scot-Tussin  Reg.  Syrup  and  Scot-Tussin  Sugar  Free  Liquid. 

Scot-Tussin  Bio-Medical  & Surgical  Supply  Div. 


SCOT-TUSSIN 


PHARMACAL  CO..  INC. 

50  CLEMENCE  and  TRANSIT  STREETS  (off  Rte.  5)  (P.O.  Box  8217) 

CRANSTON  R.  I.  02920  942-8555 


NULPMGTICE 

QUESnONS 

Depend  on  Staikweather&  Shej^y 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty.. .Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 


Starkweather  & Shepley.Nc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 

155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


January,  1978 


5 


Summit  Medical  Office 


Building 


Now  Renting 


• LOCATED  IN  THE  MOST  DESIRABLE  AREA  OF  PROVIDENCE  WITH 
EASY  ACCESS  TO  ALL  HOSPITALS  AND  BUS  LINES 


• A 30,000  SQUARE  FOOT  BUILDING  WITH  ALL  MODERN  CONVENI- 
ENCES INCLUDING  CENTRAL  AIR  CONDITIONING  AND  ELEVATOR 


• ATTRACTIVE  ARRANGEMENTS  CAN  BE  MADE  TO  DEFRAY  START- 
UP COSTS  FOR  NEW  PRACTITIONERS 


PLEASE  CALL 


Firmin  P.  Reed 

Telephone:  (401)  253-5035 


January,  1978 
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Same  day  telephoned  reports 
on  these  special  assay 


and  RIA  tests . . . 

□ Lithium 

□ Dilantin/Phenobarbital 

□ Mysoline  □ Digoxin 

□ Digitoxin  □ Estriol 


New  England  Medical  Laboratories’  full  service 
capabilities  include  special  attention  to  all  stat 
requirements.  Use  our  toll-free  number  or  the 
coupon  to  find  out  about  turn-around  times 
and  prices  on  special  assay,  RIA,  profiles 
and  individual  tests  . . . 

Radioimmunoassay  and  other  immunochemical  tech- 
niques as  well  as  chromatographic  fractionation, 
fluorescent  microscopy,  fluorescent  spectrometry, 
and  emission  spectrometry  are  routinely  carried 
out  in  our  laboratory.  Assay  quality  and  per- 
formance standards  are  under  rigid  controls. 

But,  in  addition,  New  England  Medical 
Laboratories  provides  the  efficient 
service  physicians  require  to  aid 
diagnosis  and  help  improve  patient  care. 


Other  special  assay  and  RIA  tests 
available  from  NEML 


'•'Wfton, 


Aldolase 

Aldosterone,  Urine  (RIA) 
Aldosterone,  Plasma  (RIA) 
Alkaline  Phosphatase 
Fractionation 
ANA/FA 
Catecholamines 
Carcinoembryonic  Antigen 
(CEA)(RIA) 
Cholinesterase 
Cortisol  (RIA) 

Folic  Acid  (RIA) 

Follicle  Stimulating 
Flormone  (FSH)(RIA) 
Free  T-4 
FTA/ABS 
Gastrin 


Haptoglobin 

Hepatitis  Antigen  (RIA) 
Hemoglobin  Electrophoresis 
High  Density  Lipoprotein 
1 7-Hydroxycorticosteroids 
(17-OH) 

IgE,  Total  (RIA) 

Immunoglobulins  A,  G,  M 
Insulin  (RIA) 

1 7-Ketosteroids  (17-Keto) 

LDH,  Isoenzymes 
Luteinizing  Hormone  (LH)(RIA) 
Lipoprotein  Phenotype 
Parathyroid  Hormone  (PTH)(RIA) 
Pituitary  Gonadotropins  (RIA), 
Serum  (Includes  LH  and  FSH) 


Pituitary  Gonadotropins  (RIA), 

Urine  (Includes  LH  and  FSH) 
Prolactin  Level 
Protein  Electrophoresis 
Plasma  Renin  Activity  (RIA) 

RAST  Allergen  Tests 
Triiodothyronine  (T-3  Hormone) 
(RIA) 

T-3  Uptake 
Testosterone  (RIA) 

Thyroid  Stimulating  Hormone 
(TSH)(RIA) 

Vitamin  BI2  (RIA) 

Vitamin  B1 2/Folic  Acid  Combination 
Vanilmandelic  Acid  (VMA) 


A complete  listing  of  special 
assay  and  RIA  tests  available  from 
New  England  Medical  Lab- 
oratories is  available  ■ ’ 

upon  request. 

Use  our  _ 
toll-free 
number  or 
complete 
and  mail  the 
coupon  below. 


Please  provide  complete  schedule  and  fees  for  the  following; 
DSpecial  Assay  and  RIA  tests 

mi  Accu-Scan  20  test  standard  profiles  and  individual  tests 
mi  Have  Laboratory  Service  Representative  contact  me 


Name 


New  England 
Medical 

Laboratories,  Inc. 

1750  Washington  Street 
Holliston,  MA  01746 
Tel:  617-429-4900 


Affiliation 

Toll  free  numbers: 

Address 

Mass.-  1-800-982-4700 

Conn.-  1-800-225-4603 

City 

State 

Zip 

R.I.-  1-800-225-4603 

NODE  ISLAND  LABORATORY  LOCATIONS:  1515  Smith  Street,  No.  Providence, 0291 1 , Tel.401 -353-1 370;  333  School  Street,  Pawtucket  02860,  Tel.  401-724-2970; 
15  Lonsdale  Avenue,  Pawtucket  02860,  Tel.  401-728-9636. 


2 , 


KEFZOL' 

STERMI 

CtfAZCHW 

SODIUM 


««»WUN.>' 

oSl  , 

•s^ 

KWMM 

SOO  m8’ 


700773 


KefzoriM./i.v 


cefazolin  sodium 


Ampoules,  equivaleni  to  500  mg,,  1 Cm., 
and  10  Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Conripany 
Indianapolis,  Indiana  46206 
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A Central  Aorto-Pulmonary  Artery  Shunt  For 
Cyanotic  Neonates 


Procedure  Is  Logical  For  Infants  In  Need 
Of  An  Increase  In  Pulmonary  Flow 


By  Arun  K.  Singh,  M.D.,  FRCS  (C),  George 
N.  Cooper,  Jr.,  M.D.,  Robert  D.  Corwin, 
M.D.,  Lester  L.  Vargas,  M.D.,  Karl  E. 
Karlson,  M.D.,Ph.D. 


Some  sort  of  systemic  to  pulmonary  artery 
shunt  is  necessary  for  the  survival  of  many 
cyanotic  heart  diseases  in  infancy.  The  small 
size  of  the  subclavian  artery  in  neonates  often 
precludes  its  use  (Blalock-Taussig).  The 
ascending  aorta  to  right  pulmonary  artery 
(Waterston)  shunt  has  yielded  remarkable 
palliation,  but  frequently  is  associated  with 
kinking  of  the  pulmonary  artery  which  can 
complicate  the  subsequent  total  repair. 
Recently  we  have  performed  central 
aortopulmonary  artery  shunts  in  two 
neonates  with  resulting  good  rise  in  PaO  and 
functioning  shunt  murmurs.  The  advantages 
of  such  shunts  are  shorter  operating  time, 
less  trauma  to  the  lung,  equal  perfusion  of 
both  lungs,  preservation  of  the  subclavian 
artery  which  is  sacrificed  in  the  Blalock 
procedure  and  easy  closure  at  the  time  of 
complete  repair. 

Despite  generally  improved  results  of 
correction  of  cyanotic  congenital  heart 
anomalies  in  small  infants,'  ^ certain  lesions 
are  not  amenable  to  primary  repair.^  " Some 
sort  of  systemic  to  pulmonary  artery  shunt  is 
necessary  for  their  survival.  The  traditional 


From  the  Departments  of  Surgery  and  Pediatrics, 
Rhode  Island  Hospital  and  Brown  University. 
Division  of  Biology  and  Medicine. 


shunt  operations  have  had  significant 
immediate  problems  as  well  as  long-term 
complications.^  Recently  we  have  performed 
central  shunts  between  the  ascending  aorta 
and  main  pulmonary  artery  during  the  first 
48  hours  of  life,  either  directly  or  by  using  a 
polytetrafluoroethylene  arterial  prosthesis. 
Both  of  these  babies  had  satisfactory 
palliation  with  marked  improvement  in 
systemic  oxygenation.  However,  one  died  on 
the  13th  postoperative  day  after  a 
spontaneous  intracranial  hemorrhage.  In  this 
report  we  describe  our  experience  with  these 
two  neonates  with  central  shunt  operations. 

CASE  REPORTS 

Patient  1 CP,  a female  infant,  was  delivered 
by  Caesarean  section  at  full  term  and 
weighed  4. 1 kg.  At  birth  a cyanotic  episode 
was  noted  on  crying.  Examination  revealed 
respirations  of  50/minute,  pulse  140/ minute, 
circumoral  cyanosis,  and  a grade  3/6  systolic 
ejection  murmur  along  the  left  sternal 
border.  The  electrocardiogram  showed  a Q 
wave  in  V-6-7  and  possible  right  ventricular 
loading.  A chest  x-ray  showed  dextrocardia 
with  apex  pointing  towards  right,  decreased 
pulmonary  vascularity,  and  stomach  shadow 
toward  the  left. 
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At  three  days  of  age,  she  underwent 
cardiac  catheterization  and  biplane 
cineangiocardiography  which  showed 
dextrocardia,  L-transposition  of  the  great 
arteries,  ventricular  septal  defect  and 
pulmonary  atresia.  While  we  were  preparing 
for  the  operation,  the  baby  suffered  a cardiac 
arrest.  She  was  successfully  resuscitated  and 
taken  to  the  operating  room.  An  intravenous 
drip  delivering  small  amounts  of  epinephrine 
(0.1  meg/min)  was  started.  I' he 
hemodynamics  and  blood  gases  were  moni- 
tored. 

Exposure  was  accomplished  through  a 
median  sternotomy  incision.  It  was  found 
that  the  main  pulmonary  artery  (MPA)  was 
atretic.  A 3.5  mm  side-to-side  central 
aortopulmonary  shunt  was  created  at  the 
bifurcation  of  the  MPA  using  a partial 
occluding  clamp.  The  anastomosis  was  done 
with  7-0  Prolene.®  A graft  was  not  used 
because  the  aorta  and  pulmonary  artery  were 
side  by  side  and  came  together  with  ease. 
Patient’s  postoperative  course  was 
uncomplicated.  The  PaO  rose  from  a 
preoperative  level  of  18mm  Hg  to  the  range 
of  50-55  mm  Hg.  Patient  was  mechanically 
ventilated  for  48  hours,  at  which  time  a 
repeat  angiogram  showed  an  open  shunt  with 
good  perfusion  of  both  pulmonary  arteries 
(Figure  1).  Mechanical  ventilation  was 
gradually  discontinued.  Digoxin®  was 
administered  after  the  development  of 


ure  I Post-operative  aortogram  - both  pulmonary 
arteries  till  through  the  central  shunt. 

AO  — Aorta 

RPA  — Right  pulmonary  artery 
l.PA  - Left  pulmonary  artery 


postoperative,  heart  size  is  slightly  enlarged, 
there  is  good  perfusion  of  both  lungs  without 
pulmonary  congestion,  and  she  receives  no 
medication.  Her  color  remains  good,  she 
weighs  12  kg  and  has  good  exercise 
tolerance. 

Patient  2 BE,  a female  infant,  was  delivered 
of  a diabetic  mother  by  Caesarean  section  at 
approximately  the  3()th  week  of  pregnancy. 
The  baby  weighed  1.1  kg  at  birth.  Cyanosis 
was  noted,  and  an  APGAR  score  of  1-3  was 
recorded.  Ihere  was  no  heart  murmur  on 
auscultation,  but  chest  x-ray  study  showed 
decreased  lung  perfusion  and  a right  aortic 
arch.  PaO  on  room  air  was  15-20  mm  Hg. 

I he  baby  remained  hypoxemic  and  gradually 
became  acidotic.  A cardiac  catheterization 
and  angiocardiogram  were  carried  out  18 
hours  after  birth,  which  showed  tetralogy  of 
Fallot  with  pulmonary  atresia  and  right 
aortic  arch.  Central  venous  and  arterial 
catheters  were  placed,  and  pressures  and 
blood  gases  were  monitored.  The  patient  was 
intubated  and  mechanically  ventilated.  An 
epinephrine  drip  (0.1  meg/ min)  was  started 
to  maintain  higher  systemic  blood  pressure 
and  to  increase  the  left  to  right  shunt. 

Through  a median  sternotomy  incision 
only  the  upper  portion  of  the  pericardial  sac 
covering  the  great  vessels  was  exposed.  A 
central  aortopulmonary  artery  shunt  was 
created  between  the  ascending  aorta  and 
main  pulmonary  artery  at  the  level  of  the 
bifurcation  using  a 2.5  cm  long  4mm  internal 
diameter  p o 1 y t e t r af  1 u o r o e t h y 1 e n e 
(GORETEX®)*  graft.  The  anastomosis  was 
carried  out  with  7-0  Prolene®  using 
microvascular  technique. 

Postoperatively  the  baby  was  mechanically 
ventilated.  There  was  a good  shunt  murmur, 
and  both  lungs  were  perfused.  She  was 
started  on  Digoxin,®  and  occasionally 
Lasix®  was  administered  because  of  some 
degree  of  pulmonary  congestion.  The 
ventilation  was  gradually  discontinued,  and 
she  was  extubated  on  the  sixth  day.  On  the 
eighth  postoperative  day  patient  began 
having  seizures  associated  with  apneic 
episodes.  The  PaO  remained  in  the  range  of 
40-50  mm  Hg.  The  lung  fields  were  clear.  She 
was  reintubated  and  ventilated.  Gradually 
she  became  placid,  and  spontaneous 
breathing  ceased.  She  died  on  the  thirteenth 


*W.L.  Gore  and  Associates,  Inc.,  Flagstaff,  Arizona 
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postoperative  day.  Autopsy  confirmed  the 
diagnosis  of  tetralogy  of  Fallot  with 
pulmonary  atresia.  There  was  a large 
intracranial  hemorrhage,  giving  rise  to  the 
neurological  problems  and  death. 

DISCUSSION 

Aortopulmonary  shunts  of  conventional 
type  such  as  subclavian  to  pulmonary  artery 
(Blalock-Taussig)  or  ascending  aorta  to  right 
pulmonary  artery  (Waterston),  have  yielded 
remarkable  palliation."*  ^ **  However,  there  are 
associated  problems  with  these  shunts, 
especially  in  neonates.^  ^ The  subclavian- 
pulmonary  artery  shunt  is  difficult  to 
perform  in  the  neonate  and  commonly  yields 
an  inadequate  shunt  flow.^  Shunts  of  the 
Waterston  type  are  frequently  constructed  in 
such  fashion  that  there  is  a kink  at  the 
anastomatic  site.^  ^ This  results  in  a low 
shunt  flow  and  preferential  shunt  flow  to  the 
right  lung. 5 ^ ^ These  shunts  also  frequently 
present  problems  at  closure  or  reconstruction 
of  the  pulmonary  artery  when  definitive 
operation  is  carried  out.^  ^ As  described  in 
this  report,  and  that  of  Gazzangia  et  al,'o  a 
central  shunt  can  be  fashioned  rapidly  and 
safely  in  neonates  by  carefully  constructing 
the  anastomosis  using  a micro-vascular 
technique. 

Since  these  babies  are  in  a low  cardiac 
output  state,  a mild  drift  in  rectal 
temperature  toward  34°  may  be  beneficial  as 
compensation  for  the  hypoxemia.  We  prefer 
a small  amount  of  epinephrine  by  drip  prior 
to  operation  to  raise  the  systemic  blood 
pressure,  which  will  in  turn  increase  the  left- 
to-right  shunt  and  thus  increase  oxygenation. 

The  central  shunt  has  the  advantage  of 
perfusing  both  lungs  equally,  since  it  is 
constructed  at  the  bifurcation  of  the 
pulmonary  artery.  Therefore,  equal  growth 
of  both  pulmonary  arteries  may  expected. 
The  pleural  cavities  are  not  entered,  and 
there  is  no  trauma  to  the  lung.  The  shunt  can 
be  easily  closed  at  a later  date  either  from 
inside  the  aorta  or  by  ligating  the  shunt.  An 
additional  advantage  is  that  the  autogenous 
subclavian  artery  is  not  sacrificed  as  in  the 
Blalock-Taussig  shunt. 

If  a graft  is  used  for  creating  a central 
shunt,  it  is  important  that  the  graft  is  not 
kinked  and  is  beveled."  By  beveling  the  graft 
the  diameter  of  the  anastomatic  site  is 


increased  without  altering  the  size  of  the 
lumen  at  the  central  portion  of  the  graft, 
preventing  anastomotic  stricture  and  thereby 
increasing  the  patency  rate.  We  believe  that 
the  central  shunt  is  a logical  choice  for 
infants  in  need  of  an  increase  in  pulmonary 
blood  How. 
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cessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are  dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting.  Hypokalemia  may  develop,  especially  with  brisk  diuresis, 
in  severe  cirrhosis,  with  concomitant  corticosteroid  or  ACTH  therapy,  or 
with  inadequate  oral  electrolyte  intake.  Hypokalemia  can  sensitize  or 
exaggerate  response  of  heart  to  toxic  effects  of  digitalis  (e.g.,  increased 
ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  con- 
tent. Any  chloride  deficit  is  generally  mild  and  usually  does  not  require 
specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  ap- 
propriate replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients.  Insulin  requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged:  latent  diabetes  mellitus  may  become 
manifest.  Thiazides  may  increase  responsiveness  to  tubocurarine. 
Antihypertensive  effects  of  the  drug  may  be  enhanced  in  post- 
sympathectomy patients.  May  decrease  arterial  responsiveness  to 
norepinephrine;  this  diminution  is  not  sufficient  to  preclude  effective- 
ness of  the  pressor  agent  for  therapeutic  use.  If  progressive  renal  im- 


Contraindications:  Anuria;  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs. 

Warnings:  Use  with  caution  in  severe  renal  disease.  In  patients  with 
renal  disease,  thiazides  may  precipitate  azotemia.  Cumulative  effects 
may  develop  in  patients  with  impaired  renal  function.  Use  with  caution 
in  patients  with  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma.  May  add  to  or  potentiate  action  of  other  antihyperten- 
sive  drugs;  potentiation  occurs  with  ganglionic  or  peripheral  adrenergic 
blocking  drugs.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possibility  of  exacerbation 
or  activation  of  systemic  lupus  erythematosus  has  been  reported.  Lith- 
ium generally  should  not  be  given  with  diuretics  because  they  reduce 
Its  renal  clearance  and  add  a high  risk  of  lithium  toxicity.  Read  circu- 
lars for  lithium  preparations  before  use  of  such  concomitant  therapy. 
Use  in  Pregnancy:  Thiazides  cross  placental  barrier  and  appear  in  cord 
blood;  in  pregnancy,  weigh  anticipated  benefit  against  possible  haz- 
ards to  fetus,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  that  have  occurred  in  adults. 
Nursing  Mothers:  Thiazides  appear  in  breast  milk;  if  use  of  drug  is 
deemed  essential,  patient  should  stop  nursing. 

Precautions:  Perform  periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance.  Observe  all  patients  for  clinical 
signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  de- 
terminations are  particularly  important  when  patient  is  vomiting  ex- 
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lent  becomes  evident,  consider  withholding  or  discontinuing 
tic  therapy.  Thiazides  may  decrease  serum  PBl  levels  without 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by 
ides.  Pathologic  changes  in  the  parathyroid  gland  with  hyper- 
emia and  hypophosphatemia  have  been  observed  in  a few  patients 
rolonged  therapy:  thiazides  should  be  discontinued  before  testing 
arathyroid  function 

erse  Reactions:  Gastrointestinal  System— Anorexia,  gastric  ir- 
lon;  nausea;  vomiting;  cramping;  diarrhea;  constipation;  jaundice 
ahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 
tra!  Nervous  System— Dizziness;  vertigo;  paresthesias;  headache; 
hopsia. 

ato/og/c— Leukopenia;  agranulocytosis;  thrombocytopenia; 

(istic  anemia. 

tovascu/a/'— Orthostatic  hypotension  (may  be  aggravated  by 
^lijihol.  barbiturates,  or  narcotics). 

‘we/'sens/f/v/fy— Purpura;  photosensitivity;  rash;  urticaria:  necrotizing 
aiitis  (vasculitis)  (cutaneous  vasculitis);  fever;  respiratory  distress 
lijding  pneumonitis;  anaphylactic  reactions. 

3ier— Hyperglycemia;  glycosuria;  hyperuricemia:  muscle  spasm; 
.Akness:  restlessness;  transient  blurred  vision. 

'^never  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
st  uld  be  reduced  or  therapy  withdrawn, 

^:e:  When  used  with  other  antihypertensive  drugs,  careful  observa- 
ps  for  changes  in  blood  pressure  must  be  made,  especially  during 
il'al  therapy.  Dosage  of  other  antihypertensive  agents  must  be 


reduced  by  at  least  50  percent  as  soon  as  this  drug  is  added  to  the 
regimen.  As  blood  pressure  falls  under  the  potentiating  effect  of  this 
agent,  further  reduction  in  dosage,  or  even  discontinuation,  of  other 
antihypertensive  drugs  may  be  necessary. 

How  Supplied:  Tablets  containing  25  mg  hydrochlorothiazide  each  in 
bottles  of  100  and  1000  and  single-unit  packages  of  100:  Tablets  con- 
taining 50  mg  hydrochlorothiazide  each  in  bottles  of  100, 1000,  and 
5000  and  single-unit  packages  of  100;  Tablets  containing  100  mg  hy- 
drochlorothiazide each  in  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  full  prescribing  information.  Merck  Sharp  & Dohme 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 
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Surgical  Management  Of  Coronary  Artery 
Disease 


Cardiac  Surgery  Will  Continue  To  Have 
An  Important  Role  In  The  Management 
Of  Substantial  Numbers  Of  Patients  With 
Coronary  Artery  Disease 


By  Robert  L.  Berger,  M.D. 
Dusan  B.  Dobnik,  M.D. 
John  R.  McCormick,  M.D. 


Coronary  artery  disease  is  the  major  cause 
of  death  and  disability  in  the  United  States. 
More  than  600,000  persons  die  of  this  disease 
each  year,  and  one-third  of  them  are  under 
age  65.  By  comparison,  cancer  of  all  organ 
systems,  the  second  most  common  cause  of 
death,  kills  less  than  half  as  many  persons.  It 
is  estimated  that  5,000,000  people  in  this 
country  suffer  some  degree  of  disability  from 
angina  pectoris. 

The  implications  of  these  statistics  are 
twofold.  Programs  to  prevent  the 
development  of  coronary  artery  disease, 
along  with  effective  treatment  for  patients 
with  established  pathology,  are  needed. 
Fortunately,  in  the  great  majority  of  patients 
the  clinical  manifestations  are  produced  by 
simple  mechanical  obstructions  in  the  major 
coronary  trunks.  Such  obstructions  are 
frequently  partial  and  damage  to  the 
myocardium  is  relatively  uncommon.  Related 
to  the  predominantly  mechanical  features 
and  to  adverse  impact  of  this  disease  on  the 
health  of  this  nation,  cardiac  surgeons  have 
for  several  decades  attempted  to  devise  an 
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operative  approach  to  coronary  artery 
disease.  The  early  procedures  to  increase 
myocardial  blood  flow  were  designed  to 
cause  ingrowth  of  small  blood  vessels  into 
the  myocardium.  The  ideas  behind  these 
attempts  were  often  ingenious  and  attractive, 
and  were  frequently  supported  by 
experimental  data.  The  performance  of  the 
early  operations,  in  view  of  the  infant  status 
of  cardiac  surgery  at  that  time,  were  daring 
and  courageous.  The  relief  of  angina  pectoris 
for  a short  period  was  often  impressive. 
Usually,  however,  after  the  first  few 
postoperative  months,  symptoms  returned 
with  their  preoperative  severity. 

As  we  now  reflect  on  these  early  days  of 
cardiac  surgery  for  coronary  artery  disease,  it 
is  apparent  that  a major  handicap  was  the 
lack  of  an  objective  tool  to  assess  the  extent 
of  disease  and  the  impact  of  a given 
treatment  on  the  basic  pathology. 
Consequently  the  introduction  of  coronary 
arteriography  by  Sones  at  the  Cleveland 
Clinic  early  in  the  1950s  represented  a giant 
forward  step.  For  the  first  time  a practical 
clinical  method  to  opacify  coronary  arteries 
became  available.  With  this  technique  the  site 
and  severity  of  obstruction  could  be 
identified,  a rational  approach  to  patient 
selection  was  facilitated,  and  objective 
evaluation  of  the  results  of  surgery  became  a 
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reality.  Indeed,  by  coronary  arteriography,  it 
was  demonstrated  that  internal  mammary 
artery  implantation  into  a myocardial  tunnel 
(Vineberg  procedure)  resulted  in  patent  grafts 
in  two-thirds  of  the  patients.  One-half  of  the 
patent  grafts  eventually  established  a 
connection  with  the  native  coronary  artery 
circulation.  However,  soon  we  learned  that 
blood  flow  in  mammary  artery  implants  was 
only  of  the  nature  of  10-15  ml /min,  and  it 
became  apparent  that  the  most  effective 
technique  to  improve  myocardial  blood  flow 
would  be  through  direct  operations  on  the 
major  epicardial  blood  vessels. 

Improvements  in  microvascular  surgical 
technique  made  it  feasible  to  operate  directly 
on  relatively  small  coronary  arteries  with  a 
diameter  of  I to  3 mm.  At  the  same  time 
direct  coronary  artery  surgery  went  through 
a period  of  evolution  until  the  end-to-side 
anastomosis  and  bypass  graft  principle 
emerged  using  either  the  saphenous  vein  or 
internal  mammary  artery  for  conduits.  The 
end-to-side  communication  allows  the  size  of 
the  junction  between  graft  and  native 
coronary  artery  to  be  made  larger  than  the 
diameter  of  either  of  the  two,  while  the 
bypass  technique  has  the  advantages  of 
leaving  existing  blood  flow  in  the  native 
coronary  artery  circulation  intact. 
Concurrent  advances  in  extracorporeal 
mechanical  cardiopulmonary  bypass  during 
the  past  ten  years  contributed  heavily  to  the 
development  of  direct  coronary  artery 
surgery,  which  has  evolved  into  a highly  safe 
and  effective  operation. 

The  coronary  bypass  operation  has  been 
successfully  applied  in  a large  number  of 
patients  with  coronary  artery  disease  because 
the  underlying  atherosclerotic  process 
provides  a favorable  anatomic  condition.  The 
pathology  in  the  coronary  arteries  is  usually 
proximal  in  location.  We  studied  300  hearts 
with  stenosed  coronary  arteries  at  autopsy 
and  found  that  in  the  left  anterior  descending 
and  circumflex  coronary  arteries  the  lesions 
were  proximal  in  the  overwhelming  majority, 
while  in  the  right  coronary  artery  the 
distribution  was  more  even.  In  the  300  hearts 
with  900  major  vessels,  578  were  stenosed 
and  386,  or  67  per  cent  had  proximal  lesions 
that  would  have  been  suitable  for  bypass 
graft  surgery.  Total  correction  or  bypassing 
of  all  of  the  stenosed  vessels  would  have  been 
possible  in  62  per  cent  of  the  300  hearts. 


while  partial  correction  or  grafting  of  some 
but  not  all  of  the  obstructed  vessels  would 
have  been  feasible  in  an  additional  27  per 
cent.  Thus,  only  in  12  per  cent  of  the  hearts 
would  the  bypass  operation  not  have  been 
applicable.'  These  anatomic  observations 
have  been  confirmed  by  coronary 
arteriographic  studies.-  Therefore,  the 
topography  of  the  atherosclerotic  lesions  of 
coronary  artery  disease  provides  a favorable 
setting  for  bypass  graft  surgery. 

The  stenosis  produced  by  the 
atherosclerosis  should  exceed  50  per  cent  of 
the  luminal  diameter  of  the  coronary  artery 
to  recommend  bypass  grafting.  Obstructions 
of  lesser  severity  do  not  cause  a pressure 
drop  and  do  not  result  in  a reduction  in 
coronary  artery  blood  flow.  In  addition,  the 
coronary  artery  wall  at  the  site  of 
anastomosis  has  to  be  suitable  for  suturing, 
and  the  distal  “runoff  bed”  in  the  territory  of 
the  grafted  vessel  has  to  be  patent  to  receive 
the  flow.  Fortunately  the  microvasculature  of 
the  heart  is  only  very  rarely  affected  by  the 
atherosclerotic  process  and  is  able  to 


TABLE  I. 

Indications  for  Surgery  in  Coronary  Artery  Disease 

ACUTE  Sudden  Death  P 

Myocardial  Infarction 
Simple  M 

Complicated 

Arrhythmia  M — ?S 

Power  Failure 

A)  Muscle  Death  M — ??S 

B)  Mechanical 
Defects:  VSD, 

MR,  Aneurysm  M ->S 
Extension  Unstable  M ->S 
INTERMEDIATE  Unstable  Angina  M ->S 

CHRONIC  Stable  Angina 

A)  Class  1,  11  M 

B)  Class  111,  IV  S 

Congestive  Failure 

A)  DiffuseHypokinesia  M 

B)  Mechanical  Defects 
Segmental  Akinesia 

— Aneurysm  S 

Mitral  Regurgitation  S 
Ventricular  Septal 
Defect  S 

Legend: 

P=  Prevention 
M=  Medical 
S=  Surgical 

VSD=  Ventricular  Septal  Defect 
MR=  Mitral  Regurgitation 


Surgical  Management  Of  Coronary  Artery  Disease 


15 


accomodate  the  increased  How  ehanneled 
through  the  bypass  graft. 

INDICATIONS  FOR  SURGERY 

Bypass  surgery  for  patients  with  coronary 
artery  disease  began  in  the  late  1960s,  and 
now  the  indieations  are  fairly  well  defined, 
although  in  eertain  circumstances  the  role  of 
surgery  is  still  eontroversial.  Table  I lists  the 
different  forms  of  clinieal  presentation  of  this 
disease  and  indieates  the  most  eommonly 
aeeepted  form  of  therapy.  Most  surgeons 
agree  that  there  is  no  indieation  for  operation 
in  uneom  plica  ted  aeute  myocardial 
infarction.  The  overwhelming  majority  of 
arrhythmias  associated  with  myoeardial 
infarctions  are  treated  effeetively  with 
appropriate  drugs.  Very  occasionally,  when 
the  abnormal  rhythm  is  refractory  to  medical 
management  and  is  life  threatening,  resection 
of  an  akinetic  or  dyskinetic  segment  of  the 
left  ventricle  as  the  suspeeted  source  for  the 
irritability  is  reeommended.  Intraaortic 
balloon  support  is  useful  as  temporary 
protection  during  coronary  arteriography 
and  preparation  for  surgery.  Cardiogenic 
shock  produced  by  myoeardial  infaretion 
usually  implies  destruction  of  at  least  40  per 
eent  of  the  ventricular  muscle  mass,  and  the 
mortality  is  80-95  per  cent  with  medieal 
treatment.  Several  years  ago  there  was 
enthusiasm  in  some  medieal  centers  for  early 
intraaortic  balloon  assist,  urgent  cardiae 
catheten/ation,  and  emergency  revasculari- 
zation ot  the  coronary  arteries,  if  the  anatom- 
ical findings  were  suitable.  However,  the 
operative  approaeh  has  been  abandoned 
gradually  beeause,  unfortunately,  the 
mortality  in  the  surgieal  group  was  still  60-70 
per  cent.  A small  subgroup  representing  5-10 
per  eent  of  patients  with  eardiogenic  shoek  or 
congestive  heart  failure  after  myoeardial 
infaretion  have  mechanieal  problems,  sueh  as 
a ruptured  ventrieular  septum  or  mitral 
ineompetenee  from  papillary  muscle 
dysfunetion.  In  these  eases  more  aggressive 
therapy  is  indieated.  With  these  two  lesions 
the  intraaortie  balloon,  in  addition  to 
increasing  eoronary  blood  flow  and 
improving  total  body  tissue  perfusion,  also 
improves  eardiae  performance  by  redueing 
left  ventrieular  afterload.  The  lowered 
impedance  to  left  ventrieular  ejeetion 
decreases  the  left-to-right  shunt  through  the 


ventrieular  septal  defect  and  lowers  the 
regurgitant  fraetion  through  the  ineompetent 
mitral  valve.  I he  favorable  hemodynamic 
changes  permit  safer  eardiae  catheterization, 
as  well  as  a lower  operative  mortality. 

Approximately  15  per  eent  of  patients  with 
angina  peetoris  in  our  institution  present 
with  the  intermediate  syndrome  or  unstable 
angina.  This  entity  ineludes  a number  of 
poorly  defined  elinieal  eonditions,  often 
called  aecelerated  or  progressive  angina, 
preinfaretion  angina,  acute  eoronary 
insufficieney,  or  angina  deeubitus.  The 
eommon  feature  in  this  group  is  a change  in 
pattern  either  from  stable  angina  peetoris  or 
from  an  asymptomatic  state  to  prolonged 
pain  at  rest,  with  or  without  electrocardio- 
graphic signs,  in  the  absence  of  electrical  or 
enzyme  changes  to  indicate  myocardial 
necrosis.  Since  in  some  patients  the  pain  is  a 
prelude  to  acute  myocardial  infarction,  while 
in  others  an  unstable  history  can  be  elicited 
retrospectively  after  an  acute  myocardial 
infarction,  the  name  of  preinfarction  angina 
was  coined.  The  presently  employed 
terminology,  however,  is  confusing  and  does 
not  describe  the  clinical  presentation 
accurately.  A workable  classification  for  the 
intermediate  syndrome  is  proposed  in  Table 
II.  Patients  in  Class  I,  11,  or  III  respond  to 
medical  therapy,  and  coronary  angiography 
followed  by  cardiac  surgery,  if  indicated,  may 
be  performed  on  a semi-elective  basis  after 
control  of  symptoms,  but  during  the  same 
hospital  admission.  A patient  with  the 
intermediate  syndrome  characterized  as  Class 
IV  is  a candidate  for  urgent  placement  of  the 
intraaortic  balloon  and  catheterization, 
followed  by  cardiac  surgery  if  the 
angiographic  findings  indicate  favorable 
anatomy  for  bypass. 

The  largest  group  of  patients,  80-85  per 
cent  of  those  having  surgery,  have  chronic 


TABLE  II. 

The  Intermediate  Syndrome 

Class  1 New  Onset  or  accelerating  angina. 

Class  II  Rest  pain  in  hospital  without  ECG 
changes. 

Class  III  Rest  pain  in  hospital  with  ECG  changes. 

Class  IV  Rest  pain  in  hospital  refractory  to  drug 

therapy 
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symptoms  of  coronary  artery  disease.  Those 
with  severe  debilitating  angina  despite  good 
medical  management  (Class  111  or  Class  IV, 
Canadian  Classification)  are  candidates  for 
operation.  Currently  the  Class  1 and  II 
patients  with  only  mild  to  moderate 
symptoms  are  treated  medically.  If  clear 
documentation  that  bypass  surgery  prolongs 
life  and  prevents  myocardial  infarction 
becomes  available,  a surgical  approach 
would  also  be  in  order  in  these  patients. 
Patients  with  coronary  artery  disease  who 
have  chronic  congestive  heart  failure  from 
diffuse  ventricular  scarring  are  not  surgical 
condidates  unless  they  have  associated 
anginal  pain.  If  the  heart  failure  is  associated 
with  a mechanical  defect  such  as  ventricular 
aneurysm,  mitral  incompetence,  or 
ventricular  septal  defect,  operation  is 
indicated. 


UNIVERSITY  HOSPITAL  EXPERIENCE 


To  illustrate 

a representative 

series  of 

TABLE  III. 

Surgery  in  Coronary  Artery  Disease 
Age  Distribution 

Decade 

# 

% 

3rd 

1 

.3 

4th 

34 

10.5 

5th 

93 

29.0 

6th 

138 

42.9 

7th 

53 

16.4 

8th 

3 

.9 

Total 

322 

100 

Male:Female  78:22 

TABLE  V. 

Extent  of  Coronary  Artery  Disease 


# Vessel 
Diseased 

Number 

Percent 

1 

53 

16 

2 

131 

41 

3 

138 

43 

Left  Main 

34 

11 

2.4  Lesions  per  Patient. 

Patients  with  left  main  disease  are  classified  as  such,  and 
in  addition  as  to  number  of  vessels  diseased. 

surgically  managed  patients  with  coronary 
artery  disease,  our  experience  during  a recent 
period  at  University  Hospital  is  presented. 
Table  III  shows  the  age  distribution  of  the 
patients,  with  the  largest  segment  of  the 
population  in  the  sixth  decade.  The  male  to 
female  ratio  is  4 to  1.  It  is  relevant  to  note 
that  61  per  cent  of  the  group  had  at  least  one 
previous  myocardial  infarction.  Most  of  the 
patients  presented  with  functional  Class  III 
or  Class  IV  angina  pectoris.  The  clinical 
presentation  is  listed  in  Table  IV 
demonstrating  that  the  large  majority  of 
patients  had  surgery  for  chronic  disabling 
angina  pectoris.  Table  V shows  that  over  80 
per  cent  of  the  group  had  double  or  triple 
vessel  disease,  and  12  per  cent  had 

involvement  of  the  left  main  coronary  artery. 
The  degree  of  impairment  in  left  ventricular 
functions  in  terms  of  left  ventricular  end 
diastolic  pressure  and  ejection  fraction  is 
shown  in  Table  VI.  The  left  ventricular 


TABLE  IV. 

Surgery  in  Coronary  Artery  Disease 
Clinical  Presentation 


Chronic  Stable  Angina  253 

Intermediate  Syndrome  55 

Without  AMI  43 

Post  AMI  12 

Acute  14 

Cardiogenic  Shock  4 

Acute  M.R.  3 

VSD  7 


Total  322 


Legend: 

AMI  = acute  myocardial  infarction 
MR  = mitral  regurgitation 
VSD  = ventricular  septal  defect 

TABLE  VI. 

Left  Ventricular  Function 


LVEDP 
mm.  Hg. 

%of 

Total 

Impair- 

ment 

EF  % 

% of 
Total 

< 13 

52 

None 

> 60 

49 

14-18 

29 

Mild 

50-60 

25 

19-24 

16 

Moderate 

35-49 

19 

> 25 

3 

Severe 

< 35 

7 

Segmental  Impairment  of  Motility  53% 


Legend: 

LVEDP  = left  ventricular  end  diastolic  pressure 
EF  = ejection  fraction 
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lunction  was  normal  in  one  half  of  the 
patients,  while  the  other  half  had  varying 
degrees  of  impairment.  I able  VII  shows  that 
coronary  artery  bypass  grafting  alone  was  the 
most  frequently  performed  operation. 
Endarterectomy  combined  with  bypass 
grafting  was  usually  performed  on  the  right 
coronary  artery  when  this  vessel  was 
completely  obstructed  and  bypass  grafting 
alone  technically  would  not  have  been 
possible,  d he  reported  patency  rate  from 
combined  endarterectomy  and  bypass 
grafting  is  not  uniform,  but  in  some  series  it 
approximates  that  of  bypass  grafts  to 
nonendarterectomized  arteries.  Twelve  per 
cent  of  the  group  had  resection  of  akinetic  or 
dyskinetic  areas  of  the  left  ventricle 
combined  with  coronary  artery  bypass  grafts. 
Because  of  the  low  incidence  of  severe  mitral 
regurgitation  from  papillary  muscle 
dysfunction  and  rupture  of  the  ventricular 
septum,  our  experience  with  these  lesions  is 
limited. 

Table  VIII  summarizes  the  results  of 
surgery  for  the  different  groups  of  patients. 
The  mortality  rate  for  elective  coronary 
bypass  operation  is  quite  low.  Of  particular 
interest  is  the  zero  mortality  in  34  patients 
with  left  main  coronary  artery  stenosis 
operated  upon  without  intraaortic  balloon 
support.  Because  of  this  gratifying  experience 
we  do  not  believe  routine  use  of  the 
intraaortic  balloon  during  revascularization 
for  this  lesion,  as  proposed  by  other  groups, 
is  warranted.  A most  critical  segment  of  the 
operation  in  patients  with  left  main  coronary 
artery  disease  is  the  time  from  induction  of 
anesthesia  to  institution  of  cardiopulmonary 


TABLE  VH. 

Procedures  for  Coronary  Artery  Disease  in  322  patients 


Number 

Percent 

CABG 

311 

96 

CABD+Endarterectomy 

46 

14 

LV  Resection±CAB 

37 

12 

MVRtCABG 

3 

1 

VSD±CAB 

7 

2 

Legend: 

CABG  = coronary  artery  bypass  graft 
LV  = left  ventricular 
MVR  = mitral  valve  replacement 
VSD  = closure  ventricular  septal  defect 


bypass.  We  attribute  our  good  results  in  this 
group,  in  part,  to  excellent  management  by 
the  anaesthesiologists  and  their  careful  ability 
to  maintain  a stable  hemodynamic  state.  1 he 
results  in  the  intermediate  syndrome  are 
worse  than  with  stable  angina  pectoris,  but  in 
view  of  the  guarded  prognosis  with  medical 
treatment  and  the  more  precarious  state  of 
these  patients,  a 5 per  cent  operative 
mortality  is  acceptable.  Our  experience  with 
cardiogenic  shock  and  with  mechanical 
problems  is  a modest  one  but  clearly 
illustrates  that  some  of  these  patients  who 
face  a greater  than  90  per  cent  mortality  with 
medical  treatment,  may  be  saved  by 
operation. 

ANALYSIS  OF  THE  RESULTS  OF  CORONARY 
ARTERY  BYPASS  GRAFTING 

An  assessment  of  the  value  of  coronary 
artery  surgery  must  examine  operative 
mortality  and  morbidity,  physiologic  changes 
in  cardiac  function,  relief  of  symptoms, 
prevention  of  myocardial  infarction,  and  an 
increase  in  longevity.  Although  all  the  data 
are  not  available  as  yet,  certain  facts  have 
been  established  from  a ten-year  experience 
with  direct  coronary  artery  surgery.  The 
limited  number  of  operations  for  life 
threatening  arrhythmias  related  to  acute 
myocardial  infarction  produced  an 
approximate  50  per  cent  success  rate.^ 


Revascularization 

failed  to 

produce 

TABLE  VIIL 

Surgery  in  Coronary  Artery  Disease 

Operative 

Mortality 

Electfve 

Number 

Death 

Percent 

CABG 

215 

4 

1.8 

CABG  LV  resection 

38 

1 

2.7 

CABG  for  Left  Main 

34 

0 

0.0 

LIrgenf-Emergent 

Intermediate  Syndrome  55 

CABG  for  Cardiogenic  Shock  4 
MVR±CABG  3 

VSD  Repair  7 

Legend: 

CABG  = coronary  artery  bypass  graft 
LV  = left  ventricular 
MVR  = mitral  valve  replacement 
VSD  = ventricular  septal  defect 


3 5.4 

2 50 

1 33 

2 28 
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significant  improvement  in  the  survival  rate 
of  patients  with  cardiogenic  shock  from 
massive  acute  myocardial  infarction,  but  the 
salvage  in  cases  of  ruptured  ventricular 
septum  and  mitral  regurgitation  due  to 
papillary  muscle  infarct  has  been  most 
impressive.'^ 

Both  our  own  and  the  national  experience 
demonstrate  that  the  operative  mortality  of 
elective  myocardial  revascularization  for 
stable  angina  pectoris  in  patients  with 
reasonably  good  left  ventricular  function 
should  be  in  the  vicinity  of  2 per  cent^.  With 
severe  impairment  of  left  ventricular  function 
the  operative  risk  is  higher  and  may  reach 
2530  per  cent.  When  the  operation  is 
performed  for  the  intermediate  syndrome,  a 
mortality  in  the  vicinity  of  4-5  per  cent  is 
acceptable.^ 

The  major  morbidity  associated  with 
coronary  artery  surgery  is  perioperative 
myocardial  infarction.  Since  the  usual 
parameters  employed  to  make  this  diagnosis 
are  distorted  by  the  operation,  the  actual 
incidence  of  this  complication  is  difficult  to 
determine.  Incisional  pain  or  medication 
given  after  operation  may  mask  the  ischemic 
distress  of  an  acute  myocardial  infarction. 
Specific  myocardial  enzymes  are  frequently 
present  in  the  serum  after  open  cardiac 
surgery  from  tissue  manipulation  in  the 
absence  of  ischemic  myocardial  necrosis. 
Nonspecific  electrocardiographic  ST-T 
segment  changes  as  well  as  different  types  of 
conduction  disturbances  occur  after  cardiac 
surgery.  For  these  reasons  we  are  left  with 
the  appearance  of  new  Q-waves  as  the  single 
most  reliable  indicator  of  a perioperative 
myocardial  infarction.  This  event  is  seen  in  5 
to  15  per  cent  of  patients  having  coronary 
artery  surgery.^  Curiously,  the  infarct  is 
frequently  in  the  territory  of  a non-grafted 
patent  vessel.  Furthermore,  the  correlation 
between  graft  patency  and  the  occurrence  of 
perioperative  infarction  is  poor.  Fortunately 
in  most  instances  it  does  not  compromise 
cardiac  performance,  and  the  patients  usually 
have  an  uneventful  postoperative  course.  It  is 
felt  that  these  infarctions  are  related  to 
inadequate  protection  of  the  myocardium 
during  the  operation,  and  indeed  extensive 
research  efforts  are  in  progress  to  improve  on 
present  techniques.  The  other  complications 
of  coronary  artery  surgery  are  those  that  are 


associated  with  any  operation.  They  are 
usually  self-limiting  or  treatable,  and  do  not 
have  significant  adverse  effect  on  the  patient. 

dotal  coronary  blood  (low  to  the  normal 
heart  under  resting  conditions  is 
approximately  5 per  cent  of  the  cardiac 
output,  or  200-300  ml  min.  Since  the 
volume  is  carried  in  three  major  trunks,  the 
average  flow  in  each  coronary  artery  is 
between  60  to  100  ml /min.  Measurement  of 
graft  flow'  after  coronary  artery  bypass 
surgery  using  an  electromagnetic  Oowmeter 
shows  that  flows  of  this  magnitude  are  quite 
common,  and  thus  a patent  bypass  graft 
serves  as  an  adequate  substitute  for  the 
native  vessel.  Graft  patency  is  enhanced  by 
flawless  surgical  technique,  adequate  size 
(greater  than  1.5  mm),  and  relative  lack  of 
disease  in  the  coronary  artery  at  the  site  of 
the  anastomosis,  as  well  as  a sufficient  runoff 
bed.  Indeed,  the  probability  of  a patent 
bypass  graft  has  been  demonstrated  to  be 
increased  if  the  measured  blood  flow  is 
greater  than  30  ml  min.  Since  assessment  of 
graft  patency  is  important  in  the  overall 
evaluation  of  operative  results,  a group  of 
patients  undergoing  surgery  at  University 
Hospital  was  studied  by  repeat  cardiac 
catheterization  within  the  first  four  weeks  of 
operation.  One  hundred  per  cent  of  the  left 
anterior  descending,  90  per  cent  of  the  right, 
and  70  per  cent  of  the  circumflex  coronary 
artery  grafts  were  patent,  with  an  overall 
early  patency  rate  of  87  per  cent.  In  a 
sequential  study  of  100  grafts  in  73 
consecutive  patients,**  the  graft  occlusion  rate 
was  12  per  cent  after  two  weeks.  An 
additional  23  per  cent  of  bypasses  were 
occluded  at  one  year,  and  5 per  cent  more 
between  one  and  three  years.  These  data 
indicate  that  the  highest  graft  occlusion  rate 
occurs  during  the  first  year  and  that,  if  the 
bypass  is  open  at  one  year,  the  likelihood  of 
long  term  patency  is  good. 

Several  studies  have  analyzed  changes  in 
exercise  tolerance  and  left  ventricular 
function  after  coronary  artery  surgery. 
Postoperatively,  60  to  90  per  cent  of  patients 
show  improvement  in  exercise  performance, 
and  50  per  cent  have  conversion  of  a positive 
exercise  stress  test  to  a negative  one.*^ 
Coronary  artery  surgery  has  not  resulted  in  a 
consistent  change  in  left  ventricular 
performance,  at  least  as  measured  by 
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currently  employed  techniques  lor  assessment 
of  left  ventricular  function.  Sixty  per  cent  of 
patients  show  no  change,  20  per  cent 
deteriorate,  and  20  per  cent  improve."'  These 
data  refer  to  coronary  artery  bypass  surgery 
alone,  since  repair  of  mechanical  defects  such 
as  resection  of  akinetic  or  dyskinetic  areas  of 
the  left  ventricle  is  more  likely  to  be 
accompanied  by  significant  improvement  in 
left  ventricular  function. 

I he  primary  indication  for  coronary  artery 
surgery  is  disabling  angina  pectoris,  and 
indeed  the  symptomatic  response  to  the 
operation  is  most  impressive.  Seventy  per 
cent  of  patients  enjoy  total  relief  from 
symptoms  and  15  per  cent  significant 
improvement.  In  the  remaining  15  per  cent 
the  operation  does  not  change  the  severity  of 
angina  pectoris.*'  The  mechanism  of  pain 
relief  is  debated,  but  the  relief  is  most  likely 
due  to  perfusion  of  previously  ischemic 
muscle  resulting  from  increased  blood  flow 
through  the  coronary  artery  bypass  grafts. 

While  there  is  little  question  about  the 
efficacy  of  coronary  artery  surgery  for  relief 
of  angina  pectoris,  it  remains  controversial 
whether  the  operation  prolongs  life  or 
prevents  future  myocardial  infarction.  Data 
sufficient  to  answer  this  question  with 
absolute  certainty  are  not  available  and 
would  best  be  obtained  by  a prospective 
randomized  study.  In  some  forms  of 
coronary  artery  disease,  such  as  the 
intermediate  syndrome  and  Class  III  or  IV 
stable  angina,  the  value  of  coronary  artery 
surgery  has  been  demonstrated  so 
impressively  that  the  procedure  has  become  a 
well  established  mode  of  therapy. 
Randomization  would  probably  not  be 
accepted.  Similarly,  patients  with  stenosis  of 
the  left  main  coronary  artery  have  an 
expected  annual  mortality  rate  of  20-25  per 
cent  with  medical  management^  compared  to 
an  annual  mortality  rate  of  3-5  per  cent  in 
patients  treated  surgically."  Therefore  this 
subset  of  coronary  artery  disease  also  could 
not  be  randomized.  Respecting  stable  angina 
pectoris  extensive  data  based  on 
randomization  are  lacking.  Therefore  most 
often  groups  of  patients  treated  medically 
prior  to  the  development  of  coronary  artery 
bypass  surgery  are  compared  with  groups 
currently  treated  surgically. 

Most  reports  on  the  prognosis  of  coronary 


artery  disease  treated  medically  indicate  that, 
with  angiographically  proven  coronary  artery 
disease  and  a relatively  well  preserved  left 
ventricle,  the  annual  mortality  rate  is  2 per 
cent  for  single  and  8-10  per  cent  for  double 
or  triple  vessel  disease. Examples  of  such 
are  contained  in  a study  of  almost  600 
patients  at  the  Cleveland  Clinic."  These 
results  have  been  compared  with  a 2-4  per 
cent  annual  mortality  rate  after  coronary 
artery  bypass  surgery  in  patients  with 
reasonably  good  left  ventricular  function. 
Comparison  of  data  such  as  these  suggests 
that  surgery  has  a favorable  effect  on 
longevity  in  patients  with  double  and  triple 
but  not  with  single  vessel  coronary  artery 
disease.  In  addition  to  the  extent  of  coronary 
artery  disease,  the  natural  history  data  from 
the  Cleveland  Clinic  indicate  that  the 
mortality  rate  is  influenced  by  changes  in  left 
ventricular  function.  A small  area  of  local 
scarring  increases  the  mortality  moderately, 
while  it  is  increased  markedly  by  diffuse 
fibrosis  or  left  ventricular  aneurysm.  For 
example,  the  five  year  cardiac  mortality  rate 
with  single  vessel  disease  and  diffuse 
ventricular  dysfunction  or  aneurysm  was 
about  60  per  cent,  but  this  was  increased  to 
90  per  cent  in  the  presence  of  triple  vessel 
disease  and  diffuse  scarring  or  aneurysm." 

In  one  of  the  few  randomized  studies  on 
stable  angina  patients  completed  thus  far,  the 
effect  of  coronary  artery  bypass  surgery  on 
longevity  is  analyzed  in  a group  of  116 
patients."  Surgically  treated  patients  fared 
better  with  respect  to  improvement  in  quality 
of  life  and  relief  of  angina  pectoris,  but  there 
was  no  significant  difference  between  the  two 
groups  in  mortality  rate  or  rate  of  new 
myocardial  infarction  during  a twenty  month 
interval.  Unfortunately  the  follow-up  period 
is  too  short  and  the  number  of  patients  too 
small  to  draw  any  significant  conclusion 
from  this  study.  The  most  widely  discussed 
report  on  the  treatment  of  chronic  stable 
angina  is  a prospective  randomized  study 
conducted  by  the  Veterans  Administration. 
This  study  has  not  shown  a statistically 
significant  difference  in  survival  between  the 
medical  and  surgical  groups,  although  the 
follow-up,  as  reported  to  date,  is  brief." 

As  discussed  earlier,  the  intermediate 
syndrome  has  not  been  precisely  defined, 
leading  to  some  difficulty  in  interpreting  the 
literature.  Gazes  followed  140  patients  with 
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unstable  angina  pectoris  for  ten  years. He 
divided  the  group  into  high  and  low  risk 
subsets,  with  the  high  risk  subgroup 
consisting  of  54  patients  who  continued  to 
have  typical  angina  with  ischemic  ST  changes 
during  pain  after  48  hours  of  bed  rest  and 
despite  maximum  therapeutic  measures. 
They  responded  poorly  to  nitroglycerin  and 
required  frequent  doses  of  opiates.  After  one 
year  82  per  cent  of  the  entire  group  of 
patients  were  alive  with  98  per  cent  of  the 
low  risk,  but  only  57  per  cent  of  the  high  risk 
individuals.  After  a ten  year  follow-up  48  per 
cent  of  the  total  were  still  alive,  comprised  of 
68  per  cent  of  the  low  risk  and  19  per  cent  of 
the  high  risk  patients.  Obviously  the  patients 
in  the  high  risk  subgroup  had  an  impressive 
annual  mortality  rate.  The  recent  study  of 
Matloff  compared  a group  of  123  patients, 
some  treated  surgically  and  others 
medically.'"^  Medical  therapy  was  elected  if 
either  the  attending  physicians  or  the  patients 
themselves  rejected  operation.  Fourteen  of  35 
patients  in  the  medical  group  died  within  one 
month  after  admission,  while,  in  marked 
contrast,  only  3 of  88  patients  treated 
surgically  succumbed  during  the  same  period. 
Although  this  was  not  a prospectively 
randomized  study,  the  author  stresses  that 
the  two  groups  were  comparable.  Admitting 
the  difficulties  in  analyzing  the  results  in 
patients  with  the  intermediate  syndrome,  the 
available  literature  suggests  that  the  annual 
mortality  is  about  15  per  cent  with  medical 
treatment  and  5-8  per  cent  following  surgery. 
The  prevailing  opinion  is  that  the 
intermediate  syndrome  in  its  most  severe 
form  is  potentially  lethal  and  surgical  therapy 
probably  exerts  a favorable  influence  on  the 
ultimate  outcome. 

The  recently  published  preliminary  results 
of  a randomized  study  (sponsored  by  the 
National  Heart  and  Tung  Institute)  of  a 
group  of  patients  with  unstable  angina 
pectoris'*  offer  a contrast.  These  data  show 
that  the  hospital  mortality  was  comparable  in 
the  medical  and  surgically  treated  groups  (4.1 
vs  5 per  cent),  while  the  in-hospital  heart 
attack  rate  was  higher  in  the  surgical  group 
(18  vs  10  per  cent),  due  to  the  occurrence  of 
infarction  within  24  hours  after  operation. 
The  post-hospital  myocardial  infarction  rate 
over  a follow-up  period  averaging  24  months 
was  13  per  cent  in  both  groups.  The  two  year 
mortality  was  identical  in  the  medically  and 


surgically  treated  patients  at  5.1  per  cent. 
Forty-five  per  cent  of  the  medically  treated 
group  had  recurrent  disabling  angina  pectoris 
after  discharge  from  the  hospital,  while  this 
occurred  in  only  15  per  cent  of  the  surgically 
treated  group.  This  study  suggests  that  the 
mortality  rate  and  incidence  of  myocardial 
infarction  in  unstable  angina  are  essentially 
the  same  whether  the  condition  is  treated 
medically  or  surgically.  However,  the 
surgically  managed  patient,  as  is  observed  in 
stable  angina  pectoris,  does  much  better  in 
terms  of  improvement  in  quality  of  life  and 
relief  of  angina.  These  surprising  results  can 
be  explained  either  by  a greater  effectiveness 
of  current  medical  therapy  than  was 
heretofore  appreciated  or  by  shortcomings  in 
the  design  of  the  randomized  study  which 
may  have  masked  some  of  the  benefits  of 
surgery.  Our  impression  is  that  both  of  these 
factors  played  a role  in  the  outcome.  Since  it 
is  difficult  at  the  present  time  to  predict  the 
course  of  each  individual  patient  at  the  onset 
of  the  intermediate  syndrome  and  since  rapid 
deterioration  is  always  possible,  w'e  believe 
that  it  is  preferable  to  keep  the  unstable 
patient  in  a hospital  where  cardiac 
catheterization  and  open  heart  facilities  are 
available.  If  the  symptoms  come  under 
control  (Class  I,  11,  and  HI)  early  coronary 
angiography  followed  by  revascularization 
can  be  accomplished  in  the  stable  state.  The 
Class  IV  individual  who  does  not  respond  to 
medical  therapy  should  have  “urgent”  cardiac 
catheterization  followed  by  operation. 

SUMMARY 

In  this  discussion  we  have  attempted  to 
outline  the  historical  development  of 
coronary  artery  surgery,  the  various  clinical 
presentations  of  coronary  artery  disease,  and 
the  indications  for  and  the  results  of  surgical 
treatment.  Surgery  as  a treatment  for 
patients  with  coronary  artery  disease  is  now 
well  established.  It  represents  a large 
proportion  of  the  open  cardiac  surgery  in 
adults  carried  out  at  most  medical  centers 
and  will  probably  continue  at  this  level  as  its 
benefits  become  more  firmly  established  and 
its  indications  more  clearly  defined. 
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Modern  Concepts  In  The  Pathogenesis  Of 
Rheumatic  Fever 


Relative  Roles  Of  Humoral  Response 
And  Abnormal  Cellular  Immunity 
Induced  By  Streptococci  Remain  To  Be 
Delineated 


By  Moe  Kakvan,  M.D.,  and 
R.  Russell  Martin,  M.D. 


As  with  many  other  diseases  the 
recognition  and  understanding  of  rheumatic 
fever  has  passed  through  several  historical 
stages.  Initially,  clinicians  were  fascinated  by 
the  symptomatology  and  the  multiple  clinical 
manifestations  of  the  disease.  Pathologists 
found  striking  abnormalities  both  during  the 
acute  and  the  chronic  stages  of  this  disorder. 
After  the  causative  role  of  streptococcal 
infection  was  identified,  epidemiologists 
described  the  important  factors  contributing 
to  the  spread  of  streptococcal  infection  and 
to  the  rheumatic  fever  which  follows. 

In  the  past  several  decades  important 
advances  in  understanding  the  pathogenesis 
of  rheumatic  fever  have  been  made, 
employing  modern  immunological 
techniques.  These  have  helped  to  delineate 
possible  autoimmune  mechanisms  which  are 
associated  with  the  development  of 
rheumatic  fever  following  exposure  of  the 
host  to  streptococcal  antigens. 

The  present  review-  discusses  some  of  the 
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more  recent  observations  on  the 
immunopathological  mechanisms  in 
rheumatic  fever,  with  special  attention  to  the 
concepts  of  autoimmunity  as  they  relate  to 
interactions  between  the  host  and  bacterial 
products  from  group  A streptococci. 

AUTOIMMUNITY  AND  THE  PATHOGENESIS 
OF  RHEUMATIC  FEVER 

In  spite  of  the  clear  association  between 
prior  streptococcal  infection  and  the 
subsequent  development  of  rheumatic  heart 
disease,  the  precise  mechanisms  relating  them 
still  remain  undefined.  According  to  Kaplan,' 
the  presence  of  an  antigen  in  the  fibroblasts 
of  human  heart  valve  tissue  which  shares 
antigenic  determinants  found  in  the  cell 
membranes  of  group  A streptococci  may  be 
capable  of  cross-reacting  with  antibodies 
produced  following  streptococcal  infection. 
These  interrelationships  are  not  simple  ones, 
since  separate  antibodies  directed  toward 
myocardial  and  valvular  tissue  may  be 
induced  by  various  cross-reactive  antigens 
from  the  group  A streptococci. ^ In  rheumatic 
fever  experimental  and  clinical  data^ 
demonstrate  that  group  A streptococci  and 
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human  myocardial  libers  share  a common 
antigen,  which  has  been  termed  the 
erossreaetive  antigen. ^ Antibodies  which 
react  to  this  antigen  can  be  found  in  sera 
collected  from  patients  with  rheumatic  fever 
and  rheumatic  heart  disease,  as  well  as  from 
patients  with  glomerulonephritis.'^ 
Biochemical  evidence  indicates  that  the 
crossreactive  antigen  from  streptococci  may 
resemble  streptococcal  M proteins,  but  that 
the  myocardial  antigen  is  immunologically 
distinct  from  this  streptococcal  component. 
Studies  have  further  indicated  that  the 
cytoplasmic  membrane  of  the  streptococcal 
cell  may  be  the  antigen  involved  in 
stimulating  the  heart-reactive  antibody. ^ 
Streptococci  are  known  to  produce  at  least 
20  extracellular  products^  which  are  capable 
of  stimulating  antibody  formation.  In  terms 
of  immunity  to  streptococcal  disease  as  well 
as  possible  relationship  to  the  pathogenesis 
of  autoimmune  problems,  cellular  antigens 
located  in  the  cell  wall  and  on  the 
membranes  of  streptococci  are  probably  the 
most  important  elements  in  evoking  host 
responses.  Streptococcal  M proteins  are  the 
best  example  of  antigens  which  elicit 
antibodies  with  protective  value,  but  which 
may  also  be  reactive  against  host  tissue. 

The  pathogenesis  of  rheumatic  fever  may 
be  related  either  to  a direct  toxic  action  of 
the  bacterial  products  on  the  myocardium  or 
to  damage  mediated  by  immunological 
mechanisms.^  Most  of  the  evidence  relating 
streptococcal  infection  to  rheumatic  fever  has 
emphasized  a probable  role  of 
immunological  mechanisms.  The  hypothesis 
suggested  by  Kaplan*^  indicating  the 
similarity  of  certain  components  of  the 
streptococcal  cell  wall  and  components  of 
human  myocardium  or  valvular  tissue 
suggest  that  the  streptococcal  antibodies 
produced  following  infection  attack  the  host 
as  well  as  the  organism  and  bring  about  the 
cardiac  damage. 

Evidence  supporting  an  antigenic 
relationship  between  heart  and  streptococcal 
cellular  antigen  basically  falls  into  two 
categories:  one  involves  a relationship 

between  the  sarcolemma  of  the  myocardial 
cell  and  portions  of  the  streptococcal  cell 
wall;  the  second  involves  the  similarity 
between  a glycoprotein  in  human  valvular 
tissue  and  the  group  A streptococcal 
polysaccharide  which  forms  a major  portion 


of  the  bacterial  cell  wall.  Recent  reports'*' 
indicate  that  a streptococcal  polysaccharide 
glycoprotein  has  been  isolated  from  valve 
tissue  from  a heart  with  rheumatic  valvular 
disease. 

Before  definite  conclusions  can  be  drawn 
about  the  possible  role  of  autoimmunity  in 
the  pathogenesis  of  rheumatic  fever  and 
rheumatic  heart  disease,  a more  precise 
differentiation  of  the  autoantibodies  which 
react  with  streptococcal  cross-reacting 
antigens  will  be  essential.  Among  the  most 
persuasive  evidence  suggesting  a role  for 
antibodies  in  mediating  the  tissue  damage  in 
rheumatic  fever  is  the  immunopathologic 
demonstration  that  bound  gamma  globulin 
and  complement  are  present  in  the  heart 
tissue  of  patients  dying  with  rheumatic  heart 
disease  and  in  biopsy  specimens  of  the  atrial 
appendages  of  affected  hearts.  In  addition  to 
the  question  of  cross-reacting  antibodies,  it  is 
possible  that  autoimmunity  may  be  simulated 
by  toxic  damage  to  the  cardiac  tissue,  in 
reaction  to  streptococcal  products.  This 
damage  may  result  in  the  release  of  antigens 
which  either  in  their  natural  or  altered  forms 
may  stimulate  lymphoid  tissue  to  produce 
antibodies  which  ultimately  result  in  tissue 
damage.  Although  this  is  an  attractive 
hypothesis,  there  is  little  confirmatory 
evidence  directly  to  support  this  concept. 

In  some  cases  of  fatal  acute  rheumatic 
carditis  extensive  involvement  of  the 
myocardium  with  deposits  of  IgG  and 
complement  have  been  noted. ^ This  has  been 
studied  extensively  in  the  hearts  of  five 
children  who  died  of  fulminant  acute 
rheumatic  fever,  in  which  the  myocardium  of 
the  atrioventricular  chambers  was  found  to 
be  massively  infiltrated  with  bound  IgG  and 
with  the  beta  1C  component  of  complement. 
These  widespread  deposits  were  concentrated 
primarily  in  the  sarcolemma  and 
subsarcolemma  sites  in  collagenous 
connective  tissue  of  the  interstitium.  It  seems 
probable  that  the  widespread  deposits  of 
immunoglobulin  and  complement 
throughout  these  chambers  are  in  some  ways 
related  to  the  heart  failure  and  to  the 
electrocardiographic  evidence  of  myocardial 
injury  noted.  Even  in  the  chronic  forms  of 
rheumatic  valvular  disease  high  levels  of 
antibody  to  group  A streptococcal 
carbohydrate  persists  in  the  serum. 

The  tissue  damage  accompanying  cardiac 
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surgery  may  also  lead  to  the  development  of 
autoimmune  reactions  against  the 
myocardium.  The  effects  of  valvular  surgery 
on  the  levels  of  cross-reactive  antibodies  have 
been  investigated  serially  in  patients 
undergoing  surgery.'^  Antibody  levels 
increased  in  the  interval  between  the 
immediate  post-surgical  period  through  7 
weeks  following  surgery, but  began  to  decline 
8 weeks  or  more  after  a valve  was  excised 
and  replaced  with  a prosthetic  valve. 
However,  when  mitral  commissurotomy  was 
performed,  antibody  levels  remained  elevated 
for  a longer  period  of  time  and  did  not 
decline  after  2 months.  These  observations 
support  a relationship  between  valvular 
disease  and  the  antibody  levels  in  the  serum 
of  patients  with  rheumatic  heart  disease. 

Streptococcal  infections  are  widespread, 
but  only  a portion  of  the  population  develops 
rheumatic  fever.  The  hypothesis  that  genetic 
differences  may  determine  which  patients  are 
susceptible  to  rheumatic  fever  has  been 
advanced  by  Zabriski.^  He  has  speculated 
that  the  abnormal  responses  of  certain 
individuals  to  streptococcal  antigen  may  play 
a vital  role  in  the  initiation  and  continuation 
of  the  disease  process.  The  rheumatic 
individual  may  be  unusually  susceptible  to 
cardiac  damage  after  exposure  to 
streptococcal  antigens.  In  this  regard  the 
possible  association  between  HL-A  antigens 
and  susceptibility  to  rheumatic  fever  has  not 
been  investigated.  It  would  be  of  considerable 
interest,  since  a growing  number  of  diseases 
have  been  associated  with  certain  HL-A 
antigenic  groups. 

It  is  evident  that  final  proof  of  the 
relationship  between  streptococcal 
crossreacting  antibodies  and  myocardial  or 
valvular  damage  in  rheumatic  heart  disease 
remains  to  be  established.  However,  as 
knowledge  of  the  immunology  of  the 
streptococcus  increases,  the  links  between 
this  organism  and  human  tissue  become  even 
more  secure.  Recent  advances  in 
immunological  techniques  have  set  the  stage 
for  understanding  the  precise  relationship 
between  the  clinical  observation  that  some 
individuals  with  streptococcal  infections 
develop  rheumatic  fever,  while  others  do  not. 

COMMENTS 

In  spite  of  the  observations  linking 
antibodies  to  myocardial  and  valvular  tissue 


to  the  development  of  rheumatic  fever,  some 
points  continue  to  be  controversial.  It  is  still 
possible  that  the  antibodies  which  are 
capable  of  interacting  with  heart  antigens  do 
not  actually  cause  rheumatic  carditis.  The 
necessity  for  caution  in  interpreting  this 
possible  significance  of  tissue  antibodies  was 
clearly  emphasized  by  Thomas, who  noted 
that  patients  with  primary  atypical 
pneumonia  regularly  develop  antibodies  to 
lung  tissue.  If  the  Mycoplasma  pneumoniae 
organisms  had  not  been  isolated  from  such 
patients,  it  would  have  been  tempting  to  have 
suggested  that  this  pulmonary  process  was  an 
autoimmune  disease  and  to  assign  a causative 
role  to  the  lung  antibodies.  In  fact,  the 
infection  produced  tissue  damage  which 
liberated  antigens  and  resulted  in  the 
formation  of  antibodies  to  pulmonary  tissue. 
Until  more  concrete  experimental  evidence 
can  be  obtained  implicating  in  a causative 
role  the  crossreacting  antibodies  in  rheumatic 
fever  and  rheumatic  heart  disease,  a cautious 
interpretation  is  essential. 

Now  that  techniques  are  available  for 
measuring  antibody  mediated  cytotoxicity, 
investigation  of  the  possible  role  of 
lymphocytes  and  other  cells  (through 
mechanisms  which  may  be  distinct  from 
humoral  immunity)  should  be  pursued. 
Immune  responses  which  are  directed  to 
streptococcal  cross-reactive  antigens'^  and 
which  react  to  cardiac  myofibrils  and  to  the 
smooth  muscle  of  vessel  walls  may  have 
relevance  in  the  production  of  myocarditis, 
arteritis,  and  other  vascular  lesions  observed 
in  rheumatic  fever. 

Many  of  these  mechanisms  will  defy 
precise  definition  unless  an  animal  model  can 
be  developed  in  which  the  experimental 
production  of  autoimmune  carditis  can  be 
adequately  studied.  With  an  animal  model 
available  the  relative  roles  of  humoral 
antibody,  complement,  and  cellular 
immunity  may  be  adequately  assessed  for 
specific  streptococcal  antigen  antibody 
systems. 

In  spite  of  the  demonstration  in  patients 
with  rheumatic  fever  and  with  rheumatic 
heart  disease  of  antibodies  which  cross-react 
with  cardiac  tissue  and  streptococcal 
components,  it  is  difficult  to  be  certain  of  the 
exact  role,  if  any,  that  these  antibodies  play 
in  the  pathogenesis  of  rheumatic  fever.  Study 
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of  these  antibodies  has  potential  usefulness 
in: 

(1)  the  diagnosis  of  rheumatic  fever  during 
the  acute  phase,  and  documentation  of 
recurrent  episodes  of  rheumatic  fever; 

(2)  provision  through  measurement  of 
changes  in  antibody  levels  of  a guide  to 
evaluation  of  response  to  treatment;  and 

(3)  clarification  of  the  pathogenesis  of 
rheumatic  fever  since  these  antibodies  are  not 
found  in  other  forms  of  collagen  vascular 
disease. 

I he  evidence  which  favors  the  relationship 
between  streptococcal  infection  and 
rheumatic  fever  is  overwhelming  from  an 
epidemiological  standpoint.  At  the  present 
time  the  question  of  whether  the 
streptococcus  acts  alone  or  in  association 
with  other  host  factors  cannot  be 
conclusively  settled.  If,  as  most  evidence 
suggests,  immunological  factors  are  the 
critical  mediators  of  tissue  damage  in 
rheumatic  fever,  the  relative  roles  of  humoral 
response  to  streptococcal  antigens  and 
abnormal  cellular  immunity  induced  by 
streptococci  remain  to  be  delineated. 
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A Surgical  View  Of  Stable  Angina  Pectoris 


Operative  Mortality  Is  Low  And 
Rehabilitation  Potential  Is  Significant 


By  George  N.  Cooper,  Jr.,  M.D.,  Arun  K. 
Singh,  M.D.,  Lester  L.  Vargas,  M.D., 
Karl  E.  Karlson,  M.D. 


Subjective  symptomatic  improvement  is 
experienced  by  90  per  cent  of  patients  after 
coronary  bypass  surgery.  Coronary  surgery 
began  in  1968-69  and  is  now  a valid  method 
of  therapy  in  certain  clinical  circumstances. 
There  are  many  indications  for  myocar- 
dial revasculation,  some  straightforward, 
some  controversial.  Many  series  present 
results  which  represent  a composite  of 
patient  types,  and  one  must  be  very  care- 
ful in  interpreting  these  reports.  When 
discussing  surgery  for  chronic  stable  angina, 
one  must  compare  risk  vs  benefit,  and  if 
a patient  does  not  have  unstable  angina,  other 
factors  than  pain  must  enter  into  an  operative 
judgment  (Table  1). 

The  natural  history  of  unoperated  vs 
operated  angina  patients  is  one  of  the  most 
significant  questions  of  the  present  day. 
There  have  been  studies,  which  are 
continuing,  to  try  to  answer  this  problem.'  ^ 
Multiple  vessel  disease  with  diminished 
ejection  fraction  has  better  survival  when 
treated  surgically  rather  than  medically'*. 
Although  prognosis  in  single  vessel  coronary 
disease  is  similar  with  medical  or  surgical 
treatment,  there  is  a subset  with  severe 
anterior  descending  stenoses  which  may  be  at 

From  the  Department  of  Surgery,  Rhode  Island 
Hospital,  and  the  Division  of  Surgery,  Brown 
University,  Division  of  Biology  and  Medicine. 
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greater  risk  than  right  or  circumflex  lesions 
alone.  Patients  with  two  and  three  vessel 
disease  have  significantly  improved  survival 
with  saphenous  vein  grafting'*.  The  late 
myocardial  infarction  rate  is  low  in  surgically 
managed  patients,^  and  unstable  angina  has 
been  reported  to  be  less  frequent  in  surgically 
treated  patients  than  in  those  managed 
medically  L A recent  nicely  matched 
prospective  study  by  Vismara  et  aP  showed 
that  surgery  yielded  greater  symptomatic 
benefit  with  improved  functional  capacity 
(medical  treatment  -12  per  cent,  surgical  60 
per  cent).  In  addition,  bypass  surgery  was 
associated  with  marked  reduction  in  sudden 
death  (medical  24  per  cent,  surgical  6 per 
cent). 

SURGICAL  MORTALITY 

Surgical  mortality  is  an  important  factor 
when  considering  bypass  surgery.  An 
excellent  compilation  of  data  by  Conley  at 
Duke  University  gives  a comparison  of 
mortality  data  in  different  clinical  situations 
and  also  from  different  institutions'*.  The 
operative  mortality  varied  from  3.5  to  12.0 
per  cent  from  center  to  center.  Surgery  for 
left  main  disease  has  a higher  mortality  in 
each  institution.  In  460  patients  operated  pn 
at  Duke  from  January  1972  to  March  1976, 
the  overall  mortality  was  5.4  per  cent.  In 
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different  subsets,  however,  the  mortality  was 
higher  or  lower,  depending  on  coronary 
anatomy,  age,  and  especially  the  presence  of 
left  main  disease.  Although  age  greater  than 
50  seemed  to  increase  the  triple  vessel 
surgical  mortality  in  the  Duke  series,  Gann  et 
al"^  reported  only  4 deaths  in  a series  of  50 
patients  over  age  70  who  underwent  coronary 
surgery.  In  a recent  paper  Kouchoukos'^ 
reports  on  1590  patients  having  coronary 
surgery  with  a 30  day  mortality  of  2 per  cent. 
The  mortality  for  triple  grafts  in  the  entire 
series  was  1.9  per  cent  (II  of  584)  and  for 
quadruple  grafts  0 per  cent  (0  of  59). 

With  the  operative  mortality  at  an 
acceptably  low  level,  coronary  bypass  can  be 
safely  utilized  in  consideration  of  some  of  the 
factors  in  Table  I.  To  rehabilitate  a person  to 
breadwinner  status,  save  his  marital 
relationship,  or  obviate  a semi-invalid  self- 
image,  triple  bypass  is  warranted  and  will 
produce  a situation  with  fewer  or  no 
symptoms  and  may  prolong  life  in 
comparison  to  what  we  know'  about 
medically  treated  triple  vessel  disease,  which 
according  to  Webster  carries  a 60  per  cent 
five  year  mortality  rate.'** 

TABLE  1 

>50 

AGE 

<50 

Environmental  factors 

Breadwinner  status 
Activity  limitation 
Marital  relationship 
Psychological  status  as  a 
person 

Angina  Pectoris  — A Multifaceted  Problem 

Clinical  Factors 

Symptom  pattern 
Patient’s  ability  to  accept 
his  situation 

Hx  of  myocardial  infarction 
Hx  of  failure 
Stress  test  results 
Hyperlipo-proteinemia 
Wt.-smoker-diabetes^BP 
family 

l.ab  Factors 

Coronary  anatomy 
Status  of  ventricle 

Cardiac  index-ejection  fraction 

.Aneurysm 

Collaterals 


THE  ASYMPTOMATIC  PATIENT 

rhe  a.symptomatic  patient  often  presents  a 
dilemma.  Coronary  anatomy  and  ventricular 
function,  as  well  as  stress  testing,  play  a large 
role  in  surgical  decision  making  in  this  type 
of  patient.  It  is  true  that  coronary  stenoses 
may  be  present  without  causing  myocardial 
ischemia,  but  the  asymptomatic  patient  is  not 
really  asymptomatic  if  one  considers  the  fact 
that  there  must  have  been  some  symptom  or 
event  which  brought  him  to  the  attention  of 
his  doctor  or  catheterizing  cardiologist.  If  a 
presently  stable  or  minimally  symptomatic 
patient  can  be  shown  by  physiologic  testing 
not  to  have  ischemia  during  stress  and 
coronary  lesions  are  not  severe,  or  severe 
stenoses  involve  only  right  or  circumflex 
arteries,  one  would  be  reluctant  to  operate. 
Neither  the  symptons  nor  the  long-term 
outlook  would  be  substantially  altered.  It  is 
possible,  how'ever,  that  in  the  same  type  of 
patient  with  a single  severe  left  anterior 
descending  (LAD)  stenosis  on  arteriography, 
operation  would  improve  his  prognosis  with 
respect  to  preservation  of  the  anterior  wall, 
septum  and  apex.  However,  Kouchoukos" 
reported  a 24  month  followup  of  53  patients 
with  high  grade  anterior  descending  stenosis 
with  adequate  collateral  circulation  to  the 
distal  vessel.  Twenty-nine  were  treated 
surgically,  and  24  were  treated  medically. 
Complete  relief  of  angina  occurred  in  41  per 
cent  of  surgical  patients  vs  25  per  cent  of 
medical  patients,  and  improvement  in 
exercise  response  was  greater  with  surgery. 
There  was  no  difference  in  survival  and 
incidence  of  myocardial  infarction  in  the  two 
groups.  Surgery  was  not  recommended, 
therefore,  to  prevent  myocardial  infarction  or 
death,  but  only  for  patients  with  severe 
symptoms  and  impaired  exercise 
performance  who  have  not  responded  to 
medical  therapy.  Despite  these  findings  there 
are  anatomic  subgroups  with  and  without 
collateral  formation  and  different  exercise 
subgroups  with  different  prognoses’^  It 
will  be  interesting  to  evaluate  these  groups  in 
2 years.  The  amount  of  myocardium  served 
by  the  anterior  descending  artery  is  quite  vast 
in  comparison  with  either  the  right  or 
circumflex  coronaries,  and  therefore  LAD 
stenoses  carry  more  jeopardy'-*. 

By  and  large  patients  operated  upon  for 
stable  angina  pectoris  do  quite  well,  and 
rehabilitation  potential  is  significant. 
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The  view  that  obstructing  lesions 
automatically  call  for  bypass  regardless  of 
circumstances  is  not  substantiated  by  the 
current  literature.  On  the  other  hand 
coronary  surgery  has  created  important 
rehabilitative  inroads  which  should  be 
recognized.  Continuing  close  scrutiny  of 
series  of  comparable  angina  patients  treated 
logically  and  in  keeping  with  evolving 
physiologic  data  will  yield  more  valid 
conclusions  as  we  continue  to  work  on  this 
difficult  problem. 
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Special  Paper: 

Some  Group  Practice  Health  Care 
Facilities  In  Rhode  Island 

It  Is  To  Be  Expected  That  More  Group 
Practice  Facilities  Will  Be  Developed 
In  Rhode  Island 


By  Faiza  Fawaz-Estrup,  Ph.D.,  M.D. 


The  practice  of  medicine  has  undergone  a 
radical  change  in  the  past  few  years.  There 
has  been  an  explosion  of  medical  knowledge 
and  an  increased  sophistication  of  medical 
practice.  The  sociological  factors  involved  in 
the  practice  of  medicine  have  changed  as 
well.  There  is  greater  participation  of  the 
federal  government  in  the  management  of 
health  care,  and  a heightened  expectation  for 
better  consumer  health  services.  To  adapt  to 
these  changes  the  primary  care  physician  has 
veered  away  from  solo  practice  to  a group 
practice,  where  the  physician  can  more 
efficiently  use  his  time  and  knowledge.  This 
general  trend  is  noticeable  also  in  Rhode 
Island;  many  of  the  primary  care  house  staff 
in  the  state  prefer  to  go  into  a group  practice 
after  finishing  their  training.  Questions  then 
arise  as  to  what  kind  of  group  practice  exists 
in  Rhode  Island  and  how  a physician  can 
decide  on  which  is  best  suited  for  him. 

In  this  paper,  I shall  outline  the  main 
features  of  three  prototypes  of  group  practice 
that  are  available  in  Rhode  Island: 


FAIZA  FAWAZ-ESTRUP,  Ph.D.,  M.D., 
resident  at  the  Rhode  Island  Hospital. 


1.  Group  practice  in  a hospital  ambula- 
tory patient  center  where  the  physi- 
cian is  salaried.  The  specific  example 
chosen  for  discussion  is  the  Ambu- 
latory Patient  Center  at  Rhode  Island 
Hospital  (APC). 

II.  Group  practice  in  a prepaid,  con- 
sumer-owned health  maintenance  or- 
ganization where  the  physician  is 
salaried,  as  exemplified  by  the  Rhode 
Island  Group  Health  Association 
(RIGHA). 

HI.  Fee  for  service  group  practice.  The 
example  is  the  Bristol  County  Med- 
ical Center  (BCMC). 

I.  AMBULATORY  PATIENT  CENTER  (APC)  AT 
THE  RHODE  ISLAND  HOSPITAL  (RIH) 

Traditionally,  ambulatory  patient  services 
have  been  divided  into  three  groups;  1) 
Emergency  room,  2)  Laboratory,  x-ray, 
diagnostic,  and  treatment  services,  and  3) 
Outpatient  department  clinics  (OPD).  In  the 
past  the  OPD  clinics  were  mainly  used  for 
medical  education  and  were  indigent 
oriented;  consequently  they  were  subsidized 
by  the  hospitals. 

The  emergency  room  at  RIH  treats 
approximately  150  patients  per  day  and  has 
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Its  own  director,  laboratories,  and  x-ray 
tiepartment.  It  is  run  separately  from  the 
elinies  that  are  the  main  topic  of  the  present 
discussion. 

I he  Al’C'  is  a 2S  million  dollar  building  at 
Kill  which  houses  the  medical,  surgical,  and 
pediatric  clinics  as  well  as  subspecialty 
clinics  such  as  otolaryngology,  ophthal- 
mology, plastic  surgery,  dermatology,  child 
development  center,  and  others.  It  also 
houses  its  own  laboratories  and  x-ray, 
diagnostic,  and  treatment  services.  I he  AKC 
has  a renal  dialysis  unit  and  operating  rooms 
which  are  used  for  “ambulatory”  surgery.  In 
1975,  five  of  the  separate  clinics  Medical, 
Disposition,  Pediatric  Diagnostic,  Pediatric- 
Dispensary,  and  Adolescent  were 

combined  into  one  functional  unit,  the 
Primary  Care  Unit. 

At  the  APC  approximately  40  per  cent  of 
the  patients  are  referred  by  the  emergency 
room,  and  most  of  the  remaining  60  per  cent 
are  “self-referrals”  or  are  referred  by  nearby 
community  health  clinics.  Inpatients  who 
have  no  private  physician  are  followed  in  one 
of  the  APC  clinics  after  their  discharge  by 
the  residents  who  took  care  of  them  while 
they  were  hospitalized.  Many  of  the  patients 
who  come  to  the  APC  clinics  have  no 
primary-care  physician;  some  are  newcomers 
to  the  Providence  area,  while  others  are 
children  or  relatives  of  patients  who  have 
been  using  the  OPD  for  years.  The  ages  of 
patients  seen  at  the  APC  range  from  infancy 
to  over  90  years.  Forty  per  cent  of  the 
patients  seen  at  the  Medical  Clinic  are  on 
welfare,  20  per  cent  are  on  Medicare,  and  the 
remaining  40  per  cent  pay  for  themselves. 

The  outpatient  clinics  at  RIH  are  used 
essentially  for  educating  residents  and 
medical  students;  as  a result  they  are  non- 
profit and  are  heavily  subsidized  by  the 
hospital.  Patients  are  charged  for  a visit  on  a 
sliding  scale  depending  on  their  income. 
However,  sliding  scale  charges  do  not  apply 
to  ancillary  services. 

The  APC  is  run  by  the  hospital.  The  clinics 
are  open  from  8:00  AM-4:30  PM  daily  and 
are  closed  evenings  and  weekends.  Full-time 
hospital  staff  physicians  as  well  as  private 
physicians  and  residents  contribute  a few 
hours  a week  to  the  running  of  the  clinics.  In 
addition,  physicians  are  employed  part-time 
by  the  Primary  Care  Unit  and  paid  by  the 


hour,  fhe  physician  sees  on  the  average  four 
patients  per  hour. 

In  some  outpatient  departments  where 
residents  and  staff  physicians  contribute  only 
a few  hours  a week  of  their  time  to  the 
clinics,  they  do  not  have  the  opportunity  to 
follow  the  patients  for  long  periods  of  time 
and  as  a consequence  they  are  mainly 
concerned  with  episodic  care.  In  such  a 
situation  the  patients  do  not  see  the  same 
physician  each  time  they  visit  the  clinic.  This 
discontinuity  of  service  has  the  potential  of 
causing  poor  patient-doctor  relations, 
including  cancellation  of  appointments  by 
the  patients,  do  avoid  such  problems  the 
Medical  Clinic  has  two  full-time  staff 
physicians.  Medical  residents  are  now 
assigned  one  afternoon  a week  in  the  clinic 
and  usually  see  the  patients  they  had  treated 
as  inpatients.  In  addition,  one  to  three 
attending  physicians  per  day  work  part-time 
at  the  clinic  and  help  in  the  training  of 
medical  students. 

Nurse  practitioners  and  paramedicals  play 
a very  important  role  in  the  APC.  The  nurse 
practitioners  employed  at  the  Medical  Clinic 
see  patients  who  require  mainly  routine  care. 
Nurse  assistants  do  the  routine  work  of 
measuring  the  temperature  and  weighing  the 
patients.  All  administrative  work  is  done  by 
non-physicians.  A psychiatrist,  a social 
worker,  and  a pharmacist  are  available  for 
consultation. 

Patients  are  seen  at  the  Medical  Clinic  by 
appointment  only  (with  the  staff  at  its 
present  size,  it  sometimes  takes  one  to  three 
weeks  to  obtain  an  appointment).  The 
Medical  Clinic  also  runs  a “Disposition 
Clinic”  from  8:00  AM-UOO  PM  daily,  where 
patients  not  requiring  emergency  treatment, 
but  who  may  still  require  medical  attention  by 
a physician  or  by  a nurse  practitioner,  may 
“drop  in”  without  an  appointment.  Most  of 
the  patients  seen  in  the  “Disposition  Clinic” 
daily  are  referrals  from  the  emergency  room. 

The  Primary  Care  Unit  has  been 
functioning  as  a unit  for  the  past  two  years, 
and  it  seems  clear  that  it  has  the  potential  of 
being  a major  primary  care  facility  in  Rhode 
Island.  It  has  outstanding  leadership,  and  the 
clinic  now  has  on  its  staff  well-qualified 
fulltime  physicians  who  are  interested  in 
primary  care  as  well  as  in  academic  medicine. 
There  is  an  excellent  rapport  among  the 
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health  professionals  — physicians,  nurse 
practitioners,  paramedicals,  pharmacists, and 
social  workers.  The  clinic  has  at  its  disposal 
the  resources  of  the  RIH  with  its  subspecialty 
clinics,  emergency  room,  laboratories,  and 
other  services  and  the  services  of  experts  in 
many  fields. 

The  physicians  work  forty  hours  a week 
with  no  night  or  weekend  duty,  and  have  one 
month  vacation.  At  present,  salaries  of  the 
full-time  staff  are  not  competitive  with 
salaries  of  physicians  working  in  other  types 
of  group  practice.  This  may  change  in  the 
future  as  more  people  in  the  community 
become  aware  of  the  excellent  services 
available  at  the  APC  and  as  a consequence 
more  patients  use  the  facilities  and  more 
income  is  generated. 

Other  hospitals  in  Rhode  Island  have 
outpatient  departments  — mainly 
subspecialty  clinics  such  as  rheumatology, 
dermatology,  and  hematology.  However,  it  is 
likely  that  primary  care  units  will  be 
established  in  some  of  the  hospitals.  In  1975 
the  Memorial  Hospital  in  Pawtucket  started 
a residency  training  program  in  Family 
Practice. 

The  future  of  the  APC  and  of  other 
hospital  based  primary  care  facilities  may 
depend  on  accommodating  more  patients, 
making  physician  salaries  competitive,  and 
promoting  better  public  relations  and 
education  programs  in  the  community.  It 
may  very  well  be  that  in  the  future  such  large 
hospital  based  centers  will  become  the 
primary  care  facilities  of  the  inner  cities  and 
of  large  metropolitan  areas. 

II.  RHODE  ISLAND  GROUP  HEALTH 
ASSOCIATION  (RIGHA) 

RIGHA  is  a health  maintenance 
organization  (HMO)  chartered  in  Rhode 
Island  in  1968.  At  that  time  most  of  its 
members  belonged  to  labor  unions  in  the 
greater  Providence  area.  At  present  about 
400  Rhode  Island  employers  make  the 
RIGHA  health  insurance  plan  available  to 
their  employees,  and  there  are  now 
approximately  21,000  members.  Members 
may  join  individually  or  with  their  families, 
and  they  have  the  choice  of  an  imdemnity 
plan  or  a prepaid  capitation  plan.  Until 
recently  membership  was  offered  through  the 
employer  only  (with  25  employees  or  more). 
At  present  open  enrollment  is  available  for 


non-group  members  as  well.  After  joining 
RIGHA  a member  chooses  a personal 
physician  from  the  group  with  the  help  of 
basic  information  provided  by  the  enrollment 
department.  This  physician  is  then  the 
primary  care  physician  who  provides 
continuity  of  care,  refers  the  patient  to  a 
specialist  if  need  be,  and  follows  the  patient 
at  the  hospital. 

Members  pay  a fixed  monthly  fee,  which 
entitles  them  to  free  office  visits  at  RIGHA 
facilities  for  diagnosis,  treatment,  checkups, 
preventive  care,  and  continuing  care.  Visits 
to  consulting  specialists,  such  as  orthopedic 
surgeons,  are  also  free  to  the  member  if 
referred  by  a RIGHA  physician. 
Hospitalization  or  surgery,  when  arranged  by 
RIGHA  for  its  members,  is  fully  paid  for  by 
RIGHA.  The  financial  success  of  RIGHA 
presumably  depends  upon  maintaining  the 
good  health  of  its  members,  reducing 
hospital  costs  by  keeping  at  a safe  minimum 
the  number  of  days  the  patient  is 
hospitalized,  and  careful  evaluation  of  the 
need  for  surgery. 

The  physicians  at  RIGHA  are  involved 
only  with  the  primary  care  of  the  patients, 
while  non-physician  personnel,  such  as 
paramedicals,  pediatric  nurse  practitioners, 
laboratory  technicians,  and  medical 
secretaries,  are  given  important  functions. 
For  example,  pediatric  nurse  practitioners 
receive  most  of  the  telephone  calls  from 
parents;  they  give  immunizations  and  see 
“well”  babies.  Thus,  the  pediatrician  has  only 
to  take  care  of  the  sick  child.  Medical 
secretaries  do  all  administrative  work. 

At  the  present  time  the  staff  includes  17 
full-time  primary  care  physicians  (internists, 
pediatricians,  obstetricians,  gynecologists)  as 
well  as  specialists  working  on  a part-time 
basis.  Full-time  work  for  an  internist  means 
about  29  hours  spent  in  the  clinic  with  four 
patients  per  hour  on  the  average,  plus  10 
hours  in  the  hospitals.  In  addition,  the 
physician  is  on  call  one  evening  a week  and 
one  weekend  a month.  RIGHA  has 
physicians  on  call  to  members  24  hours  a 
day.  The  facilities  are  open  from  8:30  AM  — 
10:00  PM  daily  and  till  5:00  PM  on 
Saturdays  and  1:00  PM  on  Sundays.  RIGHA 
physicians  are  salaried,  and  the  salary  range 
depends  on  the  age,  experience,  and  specialty 
of  the  physician. 
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When  KKiHA  lirst  opened  in  1968  it 
rented  its  headquarters  from  Our  Lady  of 
Fatima  Hospital  in  North  l^rovidence.  1 he 
North  Frovidenee  Center  has  its  own 
multiphasie  laboratory,  pharmacy,  clinics, 
and  administrative  offices.  It  makes  use  of 
the  radiology  facilities  of  Our  Lady  of 
Fatima  Hospital.  Since  then  a Warwick 
Center  was  opened.  I he  main  RKHIA  health 
center  in  North  Providence  moved  to  a new 
and  larger  facility  (Providence  Center)  in 
July  1977. 

RICH  A is  a HMO  which  is  consumer 
owned,  and  a board  of  directors  representing 
the  membership  makes  all  policy  decisions. 
RKjHA  is  managed  and  is  in  part  financially 
supported  by  the  Prudential  Insurance  Co., 
and  the  management  team  is  accountable  to 
the  board  of  directors.  RIG  HA  pays 
consultants  by  capitation  or  by  fee  for 
service.  The  RIGHA  physician  may  admit  his 
patients  to  St.  Joseph’s  Hospital,  Our  Lady 
of  Fatima  Hospital,  Rhode  Island  Hospital, 
Ihe  Miriam  Hospital,  Women  & Infants 
Hospital,  and  Butler  Hospital  as  needed. 

With  the  advent  of  increased  federal 
regulations  on  medical  care  expenditures, 
health  maintenance  organizations  such  as 
RIGHA  may  have  an  important  role  in  the 
delivery  of  health  care,  especially  since  its 
emphasis  is  on  preventive  medicine. 
However,  such  HMOs  require  a minimum 
number  of  subscribers  to  be  financially 
solvent.  Therefore,  one  can  predict  that  more 
HMOs  will  be  established  near  areas  with 
industrial  populations  and  in  intermediate 
size  cities  where  smaller  community  hospitals 
are  located. 

III.  BRISTOL  COUNTY  MEDICAL  CENTER 
(BCMC) 

BCMC  is  an  incorporated  group  of  about 
13  physicians  who  practice  medicine  in  one 
location.  The  center  houses  the  physicians’ 
and  administrators’  offices,  medical  records, 
laboratory,  x-ray  department,  emergency 
room,  dentist,  and  ophthalmologist  offices, 
as  well  as  a pharmacy  (which  is  not  owned  by 
the  group).  The  medical  center  started 
operation  over  13  years  ago  and  has  a total 
of  over  200,000  patients  on  its  rolls.  The 
patients  are  from  the  Bristol,  Warren, 
Barrington,  Tiverton,  and  East  Providence 
area.  The  patients’  ages  range  from  infancy 
to  over  90  years,  and  they  come  from  a 


variety  of  socio-economic  backgrounds. 
1 here  arc  about  1,000  members  who  are  on 
prepaid  Blue  Cross-Blue  Shield  plan,  while 
the  rest  pay  a fee  for  service. 

Some  of  the  physicians  in  the  group  act  as 
the  family  physicians.  Most  of  the  patients 
are  taken  care  of  by  their  family  physician 
and  may  be  referred  to  one  of  the  specialists 
or  surgeons  in  the  group  as  necessary.  Ihe 
family  physician  sees  patients  in  the  office, 
follows  the  patient’s  course  in  the  hospital  or 
in  a nursing  home,  and  makes  house  calls 
when  necessary.  Members  of  the  group 
attend  one  another’s  patients  in  the  hospital 
as  well  as  in  the  office  when  the  designated 
primary  care  physician  is  off  duty  or  is 
unable  to  see  his  patients.  The  physicians 
spend  most  of  the  mornings  visiting  patients 
in  the  hospital  and  extended  care  facilities, 
and  at  times  make  house  calls.  Office  hours 
are  usually  in  the  afternoons  from  1:00 
PM-5:00  PM  daily,  when  the  physician  sees 
on  the  average  four  patients  per  hour.  Each 
physician  is  on  call  one  night  a week  and  one 
weekend  a month.  The  physician  has  a 
one-month  paid  vacation.  The  BCMC 
provides  medical  coverage  24  hours  a day 
and  365  days  a year. 

The  BCMC  has  one  paramedical  who 
works  in  the  emergency  room.  There  are  no 
nurse  practitioners  in  the  group.  The  family 
physician  does  the  routine  work  of  recording 
the  temperature  and  blood  pressure  of  the 
patient. 

Money  received  from  patients  for  office 
visits,  laboratory  work,  and  x-ray  studies 
goes  into  a general  fund.  After  overhead  and 
non-medical  employees’  salaries  are  paid,  as 
well  as  the  minimum  agreed-to  yearly  salaries 
to  each  of  the  13  physicians,  the  remaining 
funds  are  divided  among  the  physicians  on 
an  accrual  basis  — depending  upon  the 
percentage  of  the  general  fund  each  physician 
has  contributed. 

The  BCMC  is  well  managed,  and  there  is 
very  good  rapport  among  the  physicians  in 
the  group.  It  is  also  financially  successful,  an 
outcome  which  cannot  be  taken  for  granted 
in  group  practice. 

The  BCMC  serves  as  a model  for  group 
practice  health  care  facilities  which  will  be 
needed  in  suburban  communities  and  in  the 
smaller  cities  of  Rhode  Island. 

(Continued  on  Page  46) 
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X^rtigo  spoils  the  view 


.1 1 Widely  Prescribed —Antivert  is  the  most  widely  pre- 
il;  1 agent  for  the  management  of  \-ertigo''  associated  with 
ea  !s  affecting  the  vestibular  system  such  as  Meniere's  disease, 
\|ithitis,  and  vestibular  neuronitis. 

leaf  of  Nausea  and  Vomiting  - Antivert/25  can  relieve  the 
.1:  , and  \'omiting  cdten  associated  with  vertigo'" 

2-  ige  for  Vertigo'"  —The  usual  adult  dosage  for  Antivert/25 
>r  :ablett.i.d. 

El  JMMARY  OF  PRESCRIBING  INFORMATION 


'.'I  lATIONS.  Based  on  a review  of  this  drufj  by  the  National  Academy  of 
- i«  5s— National  Research  Giuncil  and/or  other  information.  FDA  has  classified 
le  i lications  as  follows: 

f:  .'rii’e:  Management  of  nausea  and  vomiting  and  dizziness  associated  wath 
> 1 sickness. 

F ibly  Effective:  Management  of  vertigo  associated  mth  diseases  affecong  the 
’s  liar  system. 

F 1 classification  of  the  less  than  effective  indications  requires  further 
Vi  gation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HCll  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  prtxiuced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  ot  over  1(X)  mg  / 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Qingenersof  meclizine  have  caused  cleft  palate  in  speciesother  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  indmduals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may.  on  occasion,  occur  with  use  of  this  drug,  patients 
should  he  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery. 

D.sagc  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 
Usage  in  Pregnancy:  See  “Contraindications!' 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported, 

More  detailed  professional  information  available  on 

rec^uest  A division  of  Pfizer  Pharmaceuticals 

New  York  New  York  10017 


Antivert725 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 
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^ consul.  oompK«  prol"'' 

rSa?V  °'"rso™..c  co.p.a« 

.•  r«c-  Tension  and  anxiety  , _,Qfs-  psychoneurotic 

res-i%o-o- 

When  used  adiu  and/or  severity  of  g anticonvulsant 

,„„ease  'TS%a  “'  "“"pe1sSS«P  »>p 

may  require  withdrawal  may  ® , of  seizures, 

medication^  abrup  (requency  „f  gfcohol  and  other 

temporary  me  ® ^u^ngous  ingestion  ® ,pose  with 

Advise  against  ^ gwal  symptoms  ( . mg  abrupt 

CNS  depressants,  Wano  ' nal  and  muscle 

"-"r^ancrto-ulsmns,  tremor,  f/^°^^c"^,on-prone 
discontinuance  t sweating)  ^pa„nause  of  their 

mamps.  vomiting  an^^^  3^, .eiUance  because 
mdividuals  nation  and  dependence 

P-‘^"P°ir;regnancy  use  of  ^ys  be 

Usage  in  Preg  almost  alformations 

r.rst  »f''^®®'®J.eased  risk  of  conge^'^a' ^ possibility 
° ted  in  several  advise  patients 

as  suggeste  instituting  q,  do  become 
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to  discuss  therapy 
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pr.oautioPs: 

barbiturates.  ^3^3,  precautions  ^ 

potentiate  its  gfw"h  Tatent  depression^  or  ^ 

iverely  d®PjJ®;;d3°^3",al  precautions  m 

Side  Effects-  °J0  thpahon  headache, 

changes  m 1 • ataxia,  constip  „gcp,  tremor, 

laundice,  „s  in  salivation.  ^„,cal  reactions 

incontinence^  ch  g^^^^  blurred  ^^g,y  hallucinations, 

vertigo,  urinary  r®  3,(eci  states,  anxiety.  ^|ggp 
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Roche  t-adr^®'°"gnn_La  Roche  Inc 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

D^DE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  pre,scribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows; 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted,  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K*  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSIONr 
SERUM  K^AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  m severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum 
frequently;  both  can  cause  K+  retention  and 
elevated  serum  K*  . Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dyazide'  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions; 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity. purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and.  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 
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important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 
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CYCLISTS  AND  HELMETS 


The  legislature  in  Rhode  Island  a few  years 
back  adopted  a sensible  ordnance  requiring 
all  motorcycle  riders  to  wear  helmets.  At  the 
last  session  (1977)  under  pressure  from  the 
mindless  motorcycle  lobby  the  law  was 
repealed.  How  foolish  this  action  was  is 
highlighted  by  a recent  report  issued  by  the 
AMA  titled,  “Head  Protection  for  the 
Cyclist,  A Medical  Inquiry.” 

This  report  is  the  result  of  a special 
conference  on  head  protection  sponsored  by 
the  AMA  in  April,  as  well  as  a survey  of 
scientific  literature  on  the  subject.  The 
conference  was  comprised  of  physicians, 
researchers,  representatives  of  the 
motorcyclists,  and  manufacturers. 

Although  the  report  avoided  the  issue  of 
compulsory  helmet  legislation,  which  is  being 
challenged  by  motorcyclists  throughout  the 
country,  it  effectively  refutes  many  of  the 
arguments  used  in  influencing  legislators  to 
repeal  state  helmet  use  laws. 

In  response  to  the  argument  that  helmets 
cause  cervical  spine  and  clavicle  injuries,  the 
report  states  categorically  that  “helmets  do 
not  of  themselves  contribute  to  or  worsen  the 
injury.”  If  forces  are  strong  enough  to  cause 
such  an  injury  to  the  spine  with  the  helmet, 
those  forces  would  almost  invariably  cause  a 
fatal  head  injury  to  the  unhelmeted  cyclist  if 
his  head  struck  the  pavement  or  other 
unforgiving  objects  in  a crash. 

The  report  also  refutes  the  popular 
argument  that  the  helmet  causes  a serious 
reduction  in  peripheral  vision.  All  helmets 
approved  by  the  US  Department  of 
Transportation  exceed  the  requirements  of  any 
state  driver’s  licensing  agency.  The  great 
majority  of  cycle  crashes  occur  within  the  40 
degrees  of  field  vision  directly  in  front  of  the 
cyclist. 


As  regards  helmets  impairing  hearing,  it  is 
established  that  any  reduction  of  critical 
traffic  sounds  by  the  helmet  is  proportionate 
to  the  reduction  it  makes  of  the  sound  of  the 
cycle.  Thus,  if  the  helmet  does  not  completely 
block  out  the  sound  of  the  cycle  (which  no 
one  claims),  neither  does  it  block  out  the 
necessary  traffic  warning  sounds. 

As  to  the  claims  that  actual  hearing 
damage  can  be  attributed  to  helmets,  the 
report  indicates  that  the  helmet  cannot  be 
blamed  for  hearing  damage  since  it  in  fact 
reduces  both  the  sound  of  the  cycle  and  the 
sound  of  the  normal  traffic  stream. 
Continuous  exposure  to  even  ordinary 
motorcycle  and  traffic  sounds  can  cause 
hearing  loss,  and  accordingly,  the  helmet  can 
actually  be  helpful  in  reducing  the  chance  of 
hearing  damage. 

The  report  addresses  such  matters  as  the 
effect  of  helmet  weight,  chin  straps,  chin 
cups,  head  rotation  within  the  helmet,  speed, 
alcohol  involvement,  helmet  accessories, 
tinted  shields  and  visors,  and  thermal  effects. 
It  also  discusses  the  proper  removal  of  a 
helmet  to  avoid  any  further  injury  to  a cyclist 
who  has  been  in  a crash. 

In  summary,  the  report  strongly  condemns 
cycle  use  without  a helmet,  and  recommends 
the  use  of  full-facial  coverage  helmets 
because  of  the  extra  protection  they  afford.  It 
recommends  also  that,  because  of  the  serious 
public  health  implications,  the  medical  and 
health  community  should  actively  involve 
itself  in  promoting  the  use  of  safety  helmets 
by  all  who  drive  or  ride  two-wheel  cycles, 
particularly  motorcycles. 

It  would  be  the  better  part  of  wisdom  for 
the  Rhode  Island  General  Assembly  to  read 
this  carefully  researched  report  and  then  once 
again  to  re-enact  a motorcycle  helmet  law, 
which  was  so  foolishly  repealed. 
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ARE  THE  LIBERAL  ARTS  PASSE? 


The  recent  conference  held  at  the  University 
of  Rhode  Island  to  focus  attention  on  the 
problem  of  defining  what  students  should 
learn  as  a minimum  to  become  truly  educated 
persons  gives  encouragement  to  supporters  of 
the  liberal  arts  programs  that  dominated 
higher  education  for  generations,  until  the 
1960s  when  schools  abandoned  traditional 
requirements  and  substituted  free  course 
choice. 

This  “smorgasbord”  approach,  as  one 
professor  at  the  University  characterized  the 
grouping  of  various  academic  subjects 
together  and  allowing  students  to  pick  the  ones 
they  wish  to  study  in  each  group,  leads  to  what 
the  professor  calls  an  unbelievable  situation  in 
which  students  can  graduate  without  having 
studied  any  mathematics,  any  English,  or  any 
history. 

The  conference  at  our  state  university  as  it 
considers  overhauling  the  undergraduate 
curriculum  is  typical  of  many  similar  ones  that 
are  being  held  these  days  throughout  the 
nation,  not  only  by  university  and  college 
groups,  but  also  by  secondary  schools, 
particularly  the  private  academies  that  have 
for  generations  offered  traditional  courses  that 
prepared  students  for  higher  education  in  the 
liberal  arts  programs. 

Last  spring  more  than  400  liberal  arts  faculty 
members  assembled  at  Penn  State  University 
for  an  unprecedented  two  day  conference  to 
chart  new  directions  for  liberal  arts  studies. 
This  meeting  highlighted  the  problems  of 
falling  enrollments  at  colleges  due  in  some 
measure  to  the  decreased  birthrate  by  six 
million  from  1962  to  1976,  thus  accounting  for 
a college  population  of  an  older  age,  and  fewer 
seeking  liberal  arts  studies;  the  narrowing 
opportunities  for  liberal  arts  graduates;  the 
wide  variance  in  student  aptitudes;  and  the 
decrease  in  federal  research  funding. 

On  the  positive  side  the  liberal  arts 
supporters  were  told  by  Stephen  K.  Bailey,  vice 
president  of  the  American  Council  on 
Education,  that  liberal  arts  colleges  should 
stop  concentrating  on  preparing  people  for 
work  and  begin  preparing  them  for  life. 
Pointing  out  that  today’s  population  can 
expect  to  live  substantially  beyond  the  present 
life  span  of  70  years,  he  noted  that  “Eighty  per 


cent  of  the  available  new  jobs  in  the  United 
States  can  be  manned  by  people  with  a high 
school  education  and  three  weeks  of  training. 
In  the  future,  work  will  have  to  be  viewed  as 
only  one  part  of  life.”  And,  he  predicted,  with 
so  many  people  stuck  in  dead-end, 
unchallenging  jobs,  the  liberal  arts  will  be 
desperately  needed  to  “nourish  the  inner  needs 
of  the  person”  outside  working  hours. 

Educators  in  general  seem  to  be  in 
agreement  now  that  career  education  has  been 
oversold  because  of  the  short  term  demands  of 
our  highly  industrialized  society.  Current 
literature  has  given  us  a constant  barrage  of 
speculation  as  to  why  today’s  students  cannot 
even  read,  write,  or  spell,  whether  in 
elementary  schools  or  in  colleges.  National 
journals  have  deplored  the  general  acceptance 
of  lower  SAT  scores.  Traditional  education 
programs  have  been  attacked  during  the  past 
decade,  under  the  guise  of  freedom,  better 
spelled  license,  as  one  educator  correctly 
expresses  it. 

It  is  most  encouraging,  therefore,  that 
responsible  educators  are  taking  a longer  look 
at  what  has  happened  to  American  education, 
and  in  the  process  recognizing  the  risk  of 
surrendering  life-long  values  built  on  an 
educational  program  designed  “to  teach 
students  to  think,  to  communicate,  to  be 
socially  responsive,  and  to  understand  political 
realities  while  also  maintaining  a sense  of  the 
past,”  as  Liberal  Arts  Dean  Stanley  F.  Paulson 
of  Penn  State  has  pointed  out. 

In  spite  of  the  fact  that  some  think  a liberal 
arts  education  has  a negative  effect  on  a 
person’s  ability  to  earn  a living,  educators  are 
finding  out  that  the  job  picture  has  been 
painted  unduly  black,  and  that  more  and  more 
young  students  are  realizing  that  a college 
program  geared  to  specificjob-related  subjects 
is  not  sufficient.  As  economist  Philip  Klein 
told  the  Penn  State  group  in  urging  them  to 
hold  fast  to  the  idea  that  today’s  university 
must  continue  to  be  more  than  just  a 
vocational  school.  “Our  lack  of  trained 
accountants  is  less  acute  than  our  failure  to 
stabilize  world  economics,  reduce  poverty, 
come  to  grips  with  mental  illness  and  suicide, 
or  make  life  appear  worth  living  to  vast 
numbers  of  disenchanted  people.” 
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If  the  liberal  arts  programs  are  to  survive 
and  flourish  at  the  college  and  university  level, 
it  is  readily  apparent  that  there  must  be  a far 
greater  effort  than  has  been  demonstrated  so 
far  at  the  high  and  prep  school  levels  to  provide 
the  student  for  such  fulfilling  programs  at  an 
early  age.  That  secondary  school  educators  are 
aware  of  the  issues  involved  is  illustrated  by 
two  random  items  that  have  come  to  our 
attention. 

This  past  summer  the  Miami  Herald  in  an 
editorial  stated  that  “In  the  suburbs  of  New 
York  City  schools  are  evolving  what  they  call 
the  Look  of  the  1970s  — a return  to  essentials 
that  goes  beyond  the  back-to-basics  moves  of 
recent  times.  One  high  school  reports  that  its 
classes  in  Latin  are  chockfull,  with  bigger  class 
loads  than  have  been  seen  in  20  years.  Other 
students  are  asking  for  fewer  “relevant” 
authors  in  their  reading  classes  and  more  of  the 
classics,  such  as  Shakespeare’s  plays  and  Moby 
Dick.” 

The  headmaster  of  a leading  New  England 
preparatory  school,  in  a letter  to  students  and 
their  parents  emphasizing  the  traditional 
academic  programs  and  strict  dress  code  for 
his  students  in  order  to  maintain  high 
standards,  had  this  to  say  regarding  some  of 
the  current  educational  problems:  “In  an  effort 
to  be  pertinent  to  the  needs  of  today  schools 
have  abandoned  traditional  requirements. 


substituting  free  course  choice;  the  classics,  in 
whatever  language,  have  been  replaced  by 
credit  courses  in  bachelor  of  foods  and 
literature  of  sport.  Indeed,  there  are  students 
holding  high  school  diplomas  who  can  barely 
read  the  names  inscribed  thereon.” 

And  he  expressed  the  opinion  that  school 
buildings  “look  and  act  like  factories  and 
students  dress  as  if  they  were  workers  ready  to 
put  in  an  eight  hour  day  at  the  machine.  While 
I do  not  mean  to  denigrate  the  American  men 
and  women  who  labor  at  machines,  1 know 
that  they  all  want  something  better  for  their 
own  children.  Schools  should  not  be  factories. 
They  should  not  be  hives  of  boredom  and 
drudgery.  What  happens  in  the  schoolhouse 
should  permanently  work  on  the  mind  and  the 
spirit.” 

Physicians,  of  all  groups  in  our  community, 
should  be  keenly  aware  of  the  need  to  add 
quality  to  teaching  and  research  programs, and 
they  should  be  in  the  forefront  in  supporting 
educational  explorations  to  chart  new 
directions  for  liberal  arts  studies  that  reach  out 
to  every  student  regardless  of  his  chosen  major 
course  of  study.  We  are  mindful  of  Ovid’s 
words  — “And  let  it  be  no  slight  care  to 
cultivate  the  mind  with  the  liberal  arts,  and  to 
learn  thoroughly  the  two  languages  of  Greece 
and  Rome.” 

John  E.  Farrell,  Sc.D. 


FDA  COMPLICATES  ESTROGEN  CONTROVERSY 


The  FDA  requires  an  estrogen  package 
insert  for  consumers,  the  insert  to  contain  the 
unqualified  statement  that  “Women  taking 
estrogens  have  roughly  five  to  ten  times  as 
great  a chance  of  getting  (endometrial) 
cancer  as  women  who  take  no  estrogens.” 
Are  there  no  risks  to  patients  with 
significant  estrogen  deficiency  if  they  are  not 
given  estrogens?  Indeed  there  are  according 
to  Doctor  John  Morris  of  Yale  University 
School  of  Medicine,  and  here  are  some  of  his 
conclusions  and  the  literature: 

1.  Estrogen  reverses  the  negative  calcium 
balance  of  the  menopause  and  prevents  bone 
resorption  and  retards  osteoporosis  with 


consequent  vertebral  deformity,  height  loss, 
and  hip  and  wrist  fractures. 

2.  The  risk  of  fracture  of  the  wrist  and 
hip  in  older  women  is  25  per  cent. 

3.  Eighty  per  cent  of  hip  fractures  occur 
in  patients  over  60  years  of  age  and  85  per 
cent  of  this  group  are  women. 

4.  The  mortality  of  hip  fracture  is  13.2 
per  cent  with  9 per  cent  dying  within  four 
weeks  and  15  per  cent  dying  within  three 
months  of  the  injury. 

5.  There  is  a significant  difference  in 
bone  mineral  mass  between  estrogen  treated 
and  untreated  menopausal  patients. 

6.  Cortical  bone  thickness  is  considerably 
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less  in  estrogen  treated  than  in  non-treated 
female  eastrates. 

7.  If  estrogen  is  given  to  oophorecto- 
mi/ed  women,  metaearpal  mineral  content  is 
considerably  better  than  in  controls  receiving 
placebo  when  treatment  was  started  within 
three  years. 

8.  Ihere  is  clear  evidence  that  estrogen 
substitution  treatment  is  more  effective  in 
preventing  osteoporosis  if  given  early  to  the 
estrogen  deficient  menopausal  patient,  since 
bone  resorption  is  greater  during  this  time  of 
acute  hormone  deficiency  than  later  when  the 
deficient  state  is  more  chronic. 

Doctor  Morrsi  in  comparing  the  incidence 
and  related  mortality  of  fractures  secondary 
to  osteoporosis  with  endometrial  cancer 
states  that  fractures  of  the  hip  alone  are  more 
than  four  times  more  common  in  females 
than  endometrial  cancer  in  any  reporting 
period  and  that  the  estimated  age  adjusted 
mortality  rate  from  endometrial  cancer  was 
4.1/100,000  women  in  1970-1974  dropping 
from  8.2/ 100,000  in  1940-1949.  The  mortality 
rate  associated  with  hip  fractures  is  13.2  per 


cent,  while  that  of  early  endometrial  cancer  is 
only  2.6  per  cent.  Why  therefore  is  there  no 
mention  of  this  risk  in  the  package  insert? 

Doctor  Morris  raises  the  interesting 
speculation  that  the  menopausal  female  on 
estrogen,  carefully  monitored  as  she  is,  may 
indeed  reap  the  benefit  of  having  her 
endometrial  cancer  discovered  when  her  age 
and  slate  of  health,  as  well  as  the  extent  and 
duration  of  her  disease,  are  so  favorable  as  to 
promise  a 97  per  cent  “cure.” 

It  is  appalling  that  the  FDA  insinuates 
itself  in  such  arrogant  fashion  into  the 
patient-physician  relationship.  It  proclaims 
the  potential  but  not  yet  proven  risk  of 
estrogen  treatment  in  causing  endometrial 
cancer,  basing  its  warning  only  on  those 
studies  it  chooses  to  include  while  it  fails  to 
advise  the  patient  of  her  risks  from 
alternative  therapy  or  no  therapy  at  all. 

Moreover,  the  FDA  requires  this  while 
blithely  leaving  the  physician  with  total 
responsibility  for  the  patient’s  outcome. 

Bertram  H.  Buxton,  M.D. 
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NEW  TYPE  FACES  FOR  1978 

Beginning  this  month  the  Rhode  Island 
Medical  Journal  is  set  in  Times  Roman 
typeface  for  the  textual  body,  and  Franklin 
Gothic  Bold  Condensed  typeface  for  sub- 
headings. Main  headings  also  are  set  in 
Franklin  Gothic. 

The  choice  of  Times  Roman  to  replace  the 
Century  type  used  since  1974  was  decided  by 
its  readability,  its  universality  of  stylistic 
appeal,  and  suitability  for  scientific 
publications.  A full  range  of  mathematical 
symbols  and  notations  are  available  in  design 
complementary  to  Times  Roman  letters  and 
numerals. 

We  trust  you  will  find  these  and  related  minor 
stylistic  changes  to  be  to  your  liking. 


ONE  SENTENCE  ESSAY 

We  are  grateful  to  those  authors  who 
sent  us  their  first-rate  work  first. 

. . . M.  Therese  Southgate,  MD 
Deputy  Editor  of  JAMA 
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COLACE'the 

most  widely  used 
stool  softener. 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


dioctyl  sodium  sulfosuccinate 


PHARMACEUTICAL  DIVISION 


Does  it  influence  your  choice  of 
3 peripheral/cerebral  vasodilator? 


fasodilan-compatible  with  coexisting  diseases 
e.g.,  glaucoma,  diabetes) 

asodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
ot  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

asodilan-compatible  with  concomitant  therapy 

asodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
is  compatible  with  such  drugsas  hypoglycemicsand  miotics. 


^sodilan-compatible  with  your  total  regimen  for 
ascular  insufficiency 

asodilan  can  bea  valuableadjunct  in  planninga  total  therapeutic  program  for 
oscular  insufficiency. 


ndications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
'iCiences-National  Research  Council  and/or  other  information,  the  FDA  has 
lassified  the  indications  as  follows: 

'ossibly  Effective: 

For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 
In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease, 
inal  classification  of  the  less-than-effective  indications  requires  further  in- 
estigation 


imposition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
odilan  iniection,  isoxsuprine  MCI,  5 mg.,  per  ml. 
isage  and  Administration:  Oral:  10  to  20  mg , three  or  four  times  daily, 
ramuscular:  5 to  10  mg. ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
ministration  may  be  used  initially  in  severe  or  acute  conditions, 
ntraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
when  administered  in  recommended  doses.  Should  not  be  given  immediately 
stpartum  or  in  the  presence  of  arterial  bleeding. 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg.,  bottles  of  100, 1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U S Pat  No  3,056.836 
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ASODILAN  20-^g  tablets 

[ISOXSUPRINE  HCI) 

to  mg  q.i.d.  recommended  dosage 
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PHARMACEUTICAL  DIVISION 


C 1978  MEAD  JOHNSON  a COMPANY  • EVANSVILLE  INDIANA  47721  USA 


This  aslhmallc 

Isn’t  worried  about  his  next  breath... 


he’s  active 
he’s  elfeclively 
maintained  on 


Each  capsule  or  foblespoon  ( 1 5 ml)  elixir 
confolns  rtieophylline(onhydrous)  150  mg 
ofxl  glyceryl  guoiocolote  (guaifenesin) 

90  mg.  Elixir:  olcohol  15% 


• high  theophylline  for 
effective  around-the- 
clock  therapy 

• 100%  free  theophylline 

• individualized 
theophylline  dosage 
schedule 


Indicoticxis;  For  the  symptomatic  treotment  of  broncho- 
spostic  conditions  such  os  brorKhiol  osthimo, 
osthmotic  bronchitis,  chronic  bronchitis,  ond  pulmonary 
emphysema. 

Dosage:  Initial;  Adults:  1-2  capsules  or  1-2  toblespoon- 
fuls  elixir  every  6-6  hours,  children  8- 12:  1 toblespoonful 
or  one  capsule  every  6-6  hours  and  children  under  8: 

3 to  5 mg  theophylline/kg  body  v/eight  every  6-8 
hours.  Theophylline  dosage  moy  be  cautiously  in- 
creosed  to  2000  mg/24  hr  in  adults  or  7 mg/kg  in 
children;  monitoring  of  serum  theophylline  levels  at 
higher  dosages  is  recommended. 

Precautions:  Do  not  administer  more  frequently  than 
every  6 hours,  or  within  12  hours  after  rectal  dose  of 
any  preparation  containing  theophylline  or  omino 
phyliine.  Do  not  give  other  xonthine  derivotives  con- 
currently. Use  in  cose  of  pregnancy  only  Virhen  clearly 
needed. 

Adverse  Reoctions:  Theophylline  moy  exert  some  stim- 
ulating effect  on  the  central  nervous  system.  Its  admin- 
istration may  cause  local  irritation  of  the  gastric  mucoso, 
with  possible  gostric  discomfort,  nouseo  ond  vomiting. 
The  frequency  of  adverse  reoctions  is  relofed  to  the 
serum  theophylline  level  and  ore  not  usually  o prob- 
lem Qt  serum  Theophylline  levels  below  20fig/ml. 

How  Supplied:  Capsules  in  bottles  of  100  and  1000  and 
unit-dose  pocks  of  100,  Elixir  in  bottles  of  1 pint  and 
1 gallon. 


PHARMACEUTICAL  DIVISION 
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Book  Reviews 


TRANSVESTITES  & TRANSSEXUALS 

by  Deborah  Heller  Feinbloom.  New  York: 

Dell,  1976 

This  book  is  a well-documented  treatise  on 
a not  common  subject.  The  book  is  heavy 
with  statistics.  There  is  a chapter  on 
definitions  which  discusses  in  length  and 
depth  homosexuals,  transsex uals, and 
transvestites.  The  author  sees  the  “healthy 
homosexual”  as  one  with  no  ostensible 
problem.  The  female  transvestite  is  a very 
rare  phenomenon.  The  author  sees  the 
transvestite  as  a person  who  “cross-dresses.” 
She  divides  male  cross-dressers  into 
homosexual  transvestites  who  dress  for 
vanity  or  to  be  sexually  attractive  to  other 
men;  and  heterosexual  transvestites  who  are 
compulsive  in  dressing  and  do  it  for  self- 
erotic needs. 

Among  transvestites  few  may  feel  the  need 
to  be  feminine  strongly  enough  to  take 
hormones,  but  the  majority  fantasize  rather 
than  participate  in  major  body  changes. 
Most  are  appalled  at  the  thought  of  surgery. 
Anthropologically  male  transvestites  were 
frequently  seen  as  young  males,  who  were 
unable  to  maintain  an  assertive  masculine 
role,  seeking  a way  of  escape.  The  male  and 
female  transsexuals  see  their  gender  identity 
as  incongruous  with  the  anatomical  reality 
and  actively  seek  to  resolve  the  conflict 
through  sexual  reassignment  surgery. 

The  author  has  a compulsion  for  definition 
and  details,  and  even  describes  the  operative 
procedures.  There  is  a chapter  on  how  the 
author  researched  and  gathered  the  material 
for  the  book,  which  might  have  interest  to  a 
social  worker  or  a sociologist.  The  author 
talks  about  the  wives  of  transvestites,  who 
usually  fall  into  three  categories:  those  who 
are  able  to  accept  it,  those  who  tolerate  it, 
and  those  who  participate  happily. 
Frequently  the  wives  of  transvestites  have 
self-esteem  problems  and  basically  feel  that 
they  are  lucky  to  have  anybody  interested 
enough  in  them  to  want  to  marry  them.  The 
major  point  is  that  one’s  adult  gender 
identity  is  the  result  of  a complicated  and 
interactive  process  of  biology  and  society,  of 


nature  and  nurture.  The  author’s  study 
indicates  that  sex  roles  are  learned  and  vary 
from  society  to  society,  that  they  are  not 
always  opposite,  and  that  the  measures  of 
appropriate  behavior  vary. 

Gender  role  is  defined  as  everything  a 
person  says  and  does  to  indicate  to  others  or 
to  the  self  the  degree  that  one  is  either  male, 
female,  or  ambivalent.  Gender  identity  is  the 
private  expression  of  gender  role,  and  gender 
role  is  the  public  expression  of  gender 
identity.  In  essence  then,  the  gender  identity 
is  how  a person  sees  himself  or  herself,  and 
gender  role  is  how  he  or  she  expresses 
publicly  this  identity  — the  two  sides  of  the 
same  coin. 

In  general,  in  current  psychiatric  doctrine 
transvestism  is  looked  upon  as  a pathological 
state  to  be  cured  or  as  a defense  mechanism 
that  may  or  may  not  work  for  a given  person 
in  handling  anxiety.  The  author  agrees  that 
when  one  is  dealing  with  transsexualism  one 
is  dealing  with  an  extreme  identity  variation. 
Transsexualism  is  a disorder  wherein  an 
individual  irreversibly  accepts  a gender 
identity  which  is  different  from  the 
anatomical  reality.  The  problem  facing  the 
transsexual  can  be  seen  in  a number  of  ways. 
One  can  see  transsexualism  as  a “career  gone 
sour”  — “my  maleness  or  femaleness  has 
gone  sour.” 

I recommend  this  book  for  graduate 
students  in  psychology,  sociology,  and  social 
work.  It  is  too  technical  for  the  general 
public,  but  not  technical  enough  for  a 
knowledgeable  psychiatrist. 

Peter  P.  Reilly,  M.D. 


INTERNISTS 

Wanted  to  join  group  in  new  medical 
building.  Attractive  guaranteed  minimum 
salary.  Send  Curriculum  Vitae. 

Summit  Medical  Group 

100  Highland  Avenue 
Providence,  R.l.  02906 
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BEAUTIFUL  VICTORIAN  HOME  — 5 
bedrooms,  6 fireplaces,  doctor's  suite 
with  separate  entrance.  Present  owner 
semi-retired,  average  patient  load  of 
forty  a week. 

LARRY  NUNES 
GALLERY  OF  HOAAES 

136  WEST  MAIN  ROAD 
MIDDLETOWN 
1-401-849-2800 


IN  NEWPORT 


A TIME  TO  BE  BORN  by  David  Bell,  M.D. 
New  York;  Dell,  1975 


Your  Patient  Deserves  a Specialist 

RECOMMEND 


r ^ 


WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston,  R. 

L (401)  781-2166 


This  book  describes  four  episodes  in  the 
professional  life  of  a pediatric  resident  who  is 
rotating  through  the  neonatal  intensive  care 
nursery. 

The  first  three  experiences  involve  major 
and  distinct  problems  encountered  in  a 
modern  obstetrical  tertiary  care  center:  the 
dilemma  and  ethics  in  the  management  and 
treatment  of  mature  infants  with  evident 
brain  damage,  the  problems  in  diagnosis  and 
treatment  of  the  withdrawal  syndrome  in  a 
newborn  infant  of  a heroin  addict  and  the 
prognosis  for  a well-adjusted  childhood,  and 
the  problems  in  management  of  the 
extremely  immature  neonate.  The  fourth 
experience  involves  the  physician’s  voluntary 
participation  in  a home  delivery. 

All  of  these  subjects  contain  some  pretty 
emotional  and  controversial  elements  which 
the  impressionable  young  pedriatic  physician 
dramatizes  with  characteristic  enthusiastic 
agonizing.  There  is  the  inevitable  touch  of 
anti-establishment  attitude  of  the  young 
physician  against  societal  inequities,  the 
AM  A,  hospital  physical  and  personnel 
deficiencies,  and  current  obstetric  practices. 

Despite  the  author’s  patent  naivety,  which 
may  disenchant  the  seasoned  physician,  he 
develops  considerable  suspense  and  credible 
concern  for  the  outcome  of  his  Lilliputian 
charges.  This  book  will  be  enjoyable  and 
interesting  to  the  lay  reader  who  will  be 
impressed  by  this  young  doctor’s  humanity, 
sensitivity,  and  even  his  occasional  humility. 
His  ego  trips,  occasional  misconceptions,  and 
sophistry  cannot  tarnish  the  clearly  evident 
good  intentions  of  Doctor  Bell. 

Bertram  H.  Buxton,  M.D. 


DO  YOU  HAVE  REAL  ESTATE 
FOR  SALE  OR  RENT? 

Advertise  in  the  R.l.  Medical  Journal 
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We  have  a 
specialty  too. 

Office 

interiors. 


We  plan  and  furnish  professional  offices  of  any  size,  from 
the  carpet  up.  Our  professional  interior  designers  work 
with  you  or  with  your  architect. 

Our  people  are  not  only  highly  talented,  they  are 
experienced. 

Furnishing  your  office  can  be  one  thing  you  don’t  have  to 
worry  about.  Just  call  us.  861-6010. 


ROITMAN  & SON,  INC. 

Fine  Furniture  and  Accessories 


161  South  Main  Street. 
Providence,  Rhode  Island  02903 
Telephone  (401)  861-6010 


Open  Monday  and  Thursday  evenings  until  9. 
Convenient  terms  • Free  parking 
Delivery  arranged  beyond  local  area. 


Psychiatrist  Needed 


Located  on  Cape  Cod,  the  Hallgarth 
Institute  of  Behavioral  Science  is  seeking 
a psychiatrist  (board  eligible/certified)  to 
join  an  innovative,  multidiscipline  staff. 

The  institute  is  a private,  comprehen- 
sive, outpatient  facility.  Patients  are  of  all 
ages  and  diagnoses.  A broad  variety  of  the- 
rapeutic modalities  are  employed  and 
encouraged.  The  entire  staff  have  priva- 
leges  at  two  general  hospitals.  In  addition, 
the  staff  work  in  many  settings,  i.e.  nursing 
homes,  schools,  residential  facilities,  etc. 

The  position  includes  therapy,  super- 
vision, and  community  liaison  with  oppor- 
tunities for  teaching,  research,  and  pursuit 
of  individual  interests. 

For  further  information,  please  contact 
Edward  M.  Gardner,  Administrator. 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Regisiered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 


PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 

58  HAMLET  AVENUE  / WOONSOCKET  R.  L (401)  7664224 


SERviNq  Greater  R.I. 

PROvidiNq  DiAqNOsiic  X-RAy 

Services  to: 

* NuRsiiNiq  ANd  Co^vAlEscENT  Homes 

* ShuT  iiNS  AfNid  PrIvate  Home  PvtIents 

* Post  SuRqicAl  PvtIents 


SAMEdAy  EXAMilNATiON  ANd  REpORflNq 
TEUphoNE  REPORTS  iMMEdiATEly  whEN  iNdiCATEd  OR  REQUESTEd 


Hours:  MoNdAyTirRuFRidAy 
8A.M.T0  5PM. 
SATURdAy 

8 AM  TO  12  NOON 


Our  service  is  certified  by  the  R.l. 
Department  of  Health.  Reimbursement 
is  provided  by  Medicare,  R.l.  Blue 
Shield  and  Medical  Assistance. 


So4He  PeopJe  ^d>ieMo^  /JSe^>aice." 


DERMAQUIZ 


Conducted  by  BENCEL  L,  SCHIFE,  M.D 
and 

ARTHUR  B.  KERN,  M I). 


Founded  by  FRANCESCO  RONCHESE.  M l). 


Left:  A skin  colored  tumor  of  glans  penis,  slowly 
enlarging  over  a six  month  period. 


Right:  A mass  of  skin  colored  tumors  in  the 

perianal  area,slowly  enlarging  over  a six  month  period. 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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Physicians  Seeking 
Opportunities  In  R.  I 


Medical  Personnel  Pool  is 
totally  committed  to  providing  the 
most  professional  and  most  com- 
plete nursing  service  available. 

If  someone  is  faced  with  the 
problem  of  needing  nursing  care 
in  the  home  and  does  not  know  how 
to  go  about  providing  that  care, 
let  us  help  . . . 

We  are  the  alternative  they 
may  be  searching  for. 

Please  have  your  client  call  us 
to  discuss  their  problem.  All 
inquiries  will  be  handled  in  a profes- 
sional and  confidential  manner. 


MAIN  OFFICE: 

317  Howard  Bldg. 

10  Dorrance  Street 
Providence,  Rl  02903 


CALL  DAY  OR  NIGHT: 
272-3520  Providence 


Robert  S.  Yasner,  MD 
9 Acorn  Circle,  Apt.  No.  101 
Towson,  MD  21204 

Specialty:  Internal  Medicine 
* * * 

Raymundo  V.  Teheng,  MD 
1 1 Nassau,  Apt.  No.  One 
Yonkers,  NY  10710 
Specialty;  Obstretics/ Gynecology 


Nihal  S.  Nagahawatte,  MD 
210-B,  Davey  Street 
Bloomfield,  NJ  07003 
Specialty:  Pediatrics 

* * * 

Alan  H.  Liberman,  MD 
706  Schiller  Avenue 
Narberth,  PA  19072 
Specialty:  Urology 


Abelardo  G.  Contreras,  MD 
19541  Cherry  Hill  Lane 
Southfield,  MI  48076 
Specialty:  Neurology 

★ * * 

John  G.  Bendo,  MD 
Bldg.  29-Apt.  3,  Westbrook 
Syracuse,  NY  13215 

* * * 

Jack  Needleman,  MD 
125  E.  87th  Street 
New  York,  NY  10028 
Specialty:  Pediatrics 


Andrew  Zorbis,  MD 
New  York  Univ.  Med.  Center 
550  First  Avenue 
New  York,  NY  10016 

Specialty;  Ophthalmology 
* * * 
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Narayan  Amarnani,  MD 
Apt.  No.  217-C 
2014  So.  102nd  Street 
W.  Allis,  WI  53227 
Specialty:  Internal  Medicine 
Gastroenterology 

* * * 


Trevor  A.  Rattray,  MD 
16000  Terrace  Road 
Suite  1111 

Cleveland,  OH  44112 
Specialty:  Thoracic  & Cardiov.  Surgery 
* * * 


Richard  L.  Wixson,  MD 
72  Pine  Grove  Avenue 
Newton  Lower  Falls,  MA  02162 

Specialty:  Orthopedic  Surgery 
* * * 


A.  Shammuganathan,  MD 
394  Tremont  Avenue,  No.  B-1 
E.  Orange,  NJ  07018 

Specialty:  Internal  Medicine 
* * * 


Abelardo  G.  Contreras,  MD 
394  Tremont  Avenue,  No.  B-1 
E.  Orange,  NJ  07018 

o 


ANSWERS  TO  DERMAQUIZ 

Left:  The  penile  lesion,  prior  to  our  seeing  the  patient, 
had  been  erroneously  diagnosed  as  a venereal  wart 
(condyloma  acuminatum).  Despite  treatment  with 
podophyllin  it  had  continued  to  increase  in  size. 
Biopsy  proved  it  to  be  a squamus  cell  carcinoma. 

Right:  The  mass  of  verrucous  lesions  is  typical  of 
veneral  warts  (condylomata  acuminata).  Differen- 
tial diagnosis  must  always  include  malignancy, 
as  well  as  condyloma  lata  (of  secondary  syphilis). 
In  this  case  there  was  an  excellent  response  to 
applications  of  25%  podophyllum  in  tincture  of 
benzoin. 


X-RAY  SUITE 

FOR  LEASE 

•Prime  Providence  area,  a 
few  blocks  from  a major 
hospital 

•Located  in  modern,  busy 
medical  office  building 

•2,400  square  feet  of  floor 
space  ready  for  immediate 
occupancy 

please  call 

FIRMIN  P.  REED 

(401)  272-9600 


ALL  R.l.  M.D/S 

We  can  answer  these  questions  better: 

1.  How  can  I be  SURE  that  I am  getting  the  best 
QUALITY  of  DISABILITY  INSURANCE  — at  a 
reasonable  cost? 

2.  How  can  I be  SURE  that  my  LIFE  INSURANCE 
premiums  are  applied  to  my  greatest  advantage 
(net  after  taxes)  7 

3.  How  much  is  ENOUGH  to  put  into  tax-deferred 
RETIREMENT  PLANS? 

4.  How  can  I BUILD  WEALTH,  in  spite  of  INFLA- 
TION and  HIGH  TAXES? 

5.  How  can  I,  and  my  family,  be  SECURE,  financially, 
in  spite  of 

a. )  INCOME  and  DEATH  TAXES 

b. )  DISABILITY 

c. )  DEATH 

d. )  DEPRESSION 

e. )  DEVALUATION? 

R.A.  DEROSIER  AGENCY 

FOURDEE  AGENCY,  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 

(N.A.S.D.  Broker/Dealer) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 
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Some  Group  Practice  Health 
Care  Facilities  in  Rhode  Island 

(Conti mice]  (rom  Page  34) 

CONCLUSIONS 

The  three  examples  discussed  here 
illustrate  some  ol  the  important  general 
features  of  a group  practice.  Group  practice 
provides  optimum  working  conditions  for  the 
physician.  He  is  relieved  of  administrative 
work,  has  available  at  his  disposal  diagnostic 
and  laboratory  studies,  and  can  refer  his 
patients  to  a surgeon  or  a specialist  in  the 
same  building.  He  is  not  on  call  every  night, 
since  each  member  of  the  group  shares  in  the 
burden  of  night,  emergency  room,  and 
weekend  duty.  Furthermore,  there  is  a 
continuous  indirect  peer  review  in  group 
practice.  There  is  one  drawback  to  prepaid  or 
hospital-based  group  practice  in  that 
appointments  to  see  the  physician  are  made 
by  persons  other  than  the  physician. 
Although  this  insures  that  each  physician 
attends  a certain  number  of  patients,  he  may 
come  to  feel  that  he  has  no  choice  as  to 
which  patients  should  be  seen  and  when. 
Another  possible  drawback  is  that  patients, 
especially  hypochondriacs,  may  abuse  the 
system  by  requesting  visits  for  minor 
transient  ailments  not  requiring  a physician’s 
treatment.  No-show  patients  who  do  not 
keep  their  appointment  may  also  present  a 
problem.  All  factors  considered,  it  would 
appear  that  a group  practice  (whether  paid 
for  by  capitation  or  by  a fee  for  service) 
should  work  to  the  benefit  of  both  patients 
and  physicians,  if  it  is  financially  well 
managed,  and  if  it  is  associated  with  a 
hospital  that  delivers  high  quality  medical 
service. 

As  for  the  situation  in  Rhode  Island,  it  is 
to  be  expected  that  health  care  facilities  such 
as  the  APC  will  develop  in  some  of  the  other 
hospitals  in  Providence  and  at  The  Memorial 
Hospital  in  Pawtucket.  Health  Maintenance 
Organizations  similar  to  RIGHA  will 
probably  concentrate  in  the  Providence- 
Warwick-Cranston  areas,  and  the  BCMC 
type  of  group  practice  will  predominate  in 
the  suburban  and  rural  areas,  as  for  example 
in  the  Foster-Gloucester-Cumberland  areas. 
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thank  Doctor  Herbert  P.  Constantine, 
Director  of  Ambulatory  Patient  Services  at 


Rhode  Island  Hospital;  Doctor  Charles  E. 
Millard,  Director  of  the  Bristol  County 
Medical  Center;  Mr.  Kenneth  F.  Simmons, 
Executive  Director  of  RIGHA;  and  Doctor 
Robert  G.  Rosenberg,  Medical  Director  of 
RKiHA  for  valuable  discussions  and 
comments. 

o 

WOMEN’S  AUXILIARY  AWARD 
SCHOLARSHIP 


A $500  scholarship  was  recently  granted  to 
Reginald  Fowler,  a fourth  year  medical 
student  at  Tufts  Medical  School  in  Boston  by 
the  Women’s  Auxiliary  of  the  Rhode  Island 
Medical  Society. 

Reginald  is  the  son  of  Mr.  and  Mrs. 
Robert  L.  Fowler  of  178  Whitmarsh  Street, 
Providence.  He  has  recently  completed  a 
rotation  clerkship  in  diagnostic  radiology  at 
Grady  Memorial  Hospital  in  Atlanta, 
Georgia. 

OFFICE  FOR  RENT 

358  Broadway 
Providence,  Rl  02909 

• 1,200  sq.  ft. 

• air  conditioned 

• parking 

• ideal  for  pediatrician 

Contact:  Joseph  DiZoglio,  MD 
Edward  Cardillo,  MD 

Phone:  272-1550 
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A character 


in  i 


all  its  own. 


Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

Valiunfrt, 

(diazepam)^ 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states,  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors. psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation,  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal,  adjunctively  m skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy. spasticity  caused  by  upper  motor  neuron  dis- 
orders. athetosis:  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma,  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  When  used  ad|unctively 
In  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed,  drugs  such  as 
phenothiazines.  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported:  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Ifitroducing  your 
Purepac  generic 
detail  man. 


According  to  recent  surveys  by  two  leading 
pharmaceutical  journals,  Purepac  is  the 
number  one  generic  most  preferred  by 
pharmacists  in  the  United  States.  Yet,  it’s 
quite  possible  you’ve  never  even,  heard  of 
us.  Simply  because 'Purepac  has  no  detail 
men. 

That’s  good  news  and  bad  news. 

Good  news  because  we  pass  on  all  those 
savings  in  salaries  directly  to  your  patients 
through  lower  prices  to  pharmacists. 

Bad  news  because  we’re  unable  to  per- 
sonally tell  you  about  Purepac’s  quality 
control  and  new  drug  applications.  Or  that 


our  bioequivalence  is  every  bit  as  good  as 
the  more  expensive  national  brands. 

Matter  of  fact,  Purepac  generics  are 
equivalent  to  all  brand  names  in  every  re- 
spect, except  for  one . . . PUREPAC  COSTS 
LESS. 

So  while  it’s  true  we  could  use  the  extra 
recognition  a staff  of  detail  men  could  give 
us,  perhaps  the  reverse  is  also  true.  That  we 
Can  get  a lot  more  recognition  by  passing 
the  savings  on  to  your  patients  in  every 
Purepac  prescription. 

See  the  Purepac  listing  in  the  white  pages 
of  the  1978  PDR. 


AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


Rhode  Island  IVIedical  Journal 


FEBRUARY,  1978  VOLUME  61,  No.  2 

EDITORIAL  STAFF 

Editor  in  Chief  — Seebert  J.  Goldowsky,  M.D, 

Managing  Editor  — James  R.  Clarkin 
Ass't  Managing  Editor  — Karen  Challberg 
Managing  Editor  Emeritus  John  E,  Farrell.  Sc  D 


EDITORIAL  BOARD 


Guy  A.  Settipane,  M.D., 
Stanley  M.  Aronson,  M.D. 

Bertram  H.  Buxton,  Jr.,  M.D. 

Robert  P.  Davis,  M.D. 

John  A.  Dillon,  M.D., 

Herbert  Fanger,  M.D. 

Paul  Calabresi,  M.D. 


Chairman 

Pierre  M.  Galletti,  M.D.,  Ph.D. 
Robert  V.  Lewis,  M.D. 

John  F.  W.  Gilman,  M.D. 

Peter  L.  Mathieu,  M.D. 

Jay  M.  Orson,  M.D. 

Henry  T.  Randall,  M.D. 


TABLE  OF  CONTENTS 
DEPRESSION  AND  ITS  TREATMENT 

Peter  P.  Reilly,  M.D 59 

PHARMACOLOGY  TREATMENT  IN  DRUG  ABUSE 

Demmie  G.  Mayfield,  M.D.;  Robert  G.  M.  Johnston,  M.D.,  M.P.H 69 

GROUP  PSYCHOTHERAPY  IN  RHODE  ISLAND 

Louis  V.  Sorrentino,  M.D 79 

EFFICACY  OF  LITHIUM  CARBONATE  IN  ALCOHOLISM:  CASE  STUDIES 

Peter  P.  Reilly,  M.D 86 

EDITORIAL 

Prognosis  in  Malignant  Melanoma  93 

RHODE  ISLAND  MEDICAL  SOCIETY  NECROLOGY  — 1977  54 

REPORT  OF  THE  HOUSE  DELEGATES 

Meeting  February  1,  1978  95 

BOOK  REVIEW 

Psychiatric  Terror:  How  Soviet  Psychiatry  Is  Used  To  Suppress  Dissent  by  Sidney 

Bloch  and  Peter  Reddaway 98 

BOOKS  RECEIVED  FOR  REVIEW  100 

WHAT'S  NEW 102 

PHYSICIANS  SEEKING  OPPORTUNITIES  IN  RHODE  ISLAND  52 


RHODE  ISLAND  MEDICAL  JOURNAL  is  owned  and  published  monthly  by  the  Rhode  Island  Medical 
Society,  106  Francis  Street,  Providence,  Rhode  Island  02903.  Single  copies  50  cents  — Subscription  $5.00 
per  year  (Members  of  the  R.  I.  Medical  Society,  $2.00  Annually).  Second  Class  postage  at  Providence, 
Rhode  Island.  Copyright,  The  Rhode  Island  Medical  Society  1977. 

NATIONAL  ADVERTISING  REPRESENTATIVE,  State  Medical  Advertising  Bureau,  Inc.,  711  South  Blvd., 
Oak  Park,  III.  60302  Ph:AC  312-383-8800. 


February,  1978 


EWSLETTER  . . . 

HE  RHODE  ISLAND 


MEDICAL  SOCIETY 


:EY  legislative  ITEMS:  1978 


H5504  (Mahoney)  — An  Act 
4atinf»-  to  Physician’s  Fees 

iilic  hearing  held  on  January  24, 

I — Peter  L.  Mathieu,  Jr.,  M.D., 

I ed  for  Society  in  opposition  to  the 

I-  Strong  consumer  representation 
present  in  sup[)ort  of  passage  — 
hers  in  response  to  Society’s  letter 
' begun  contacting  representatives 
Isenators  to  register  opposition  to 
passage  — Society  representatives 
|)e  meeting  with  Rep.  Mahoney  to 
:;s  a solution  to  the  alleged  prob- 
jiegating  need  for  passage  of  bill. 

IS2014  (D’Amico)  — An  Act 
S lating  to  Chiropractic  Services 
®)lic  hearing  held  on  February  28, 
f — Herbert  F.  Hager,  M.D.  testi- 
1 or  Society  in  opposition  to  passage 
. aode  Island  Blue  Shield  testified 
rtst  — indicated  they  have  devel- 
;(  a chiropractic  “rider”  that  is  cur- 

I offered  to  groups  — sentiment 
3 monitor  the  public’s  response  to 
ider  which  could  be  used  to  de- 
;ie  if  a statewide  need  for  chiro- 
c services  exists  — Proponents  of 
ill  were  strongly  represented. 

H7102  (Durand)  — An  Act 
lating  to  Laetrile 

)lic  hearing  was  held  March  2, 
— George  V.  Coleman,  M.D.  tes- 
for  Society  in  opposition  to  the 
- Henry  T.  Randall,  M.D.  and 
ido  Simeone,  M.D.  representing 
American  Cancer  Society,  Rhode 
1 Division  and  the  Department  of 
h respectively,  offered  testimony 
pposition  — Others  who  testified 
St  passage  included  Louis  A.  Le- 
M.D.  and  Paul  Calabresi,  M.D. 
■ with  representatives  from  other 
aizations  — A joint  position  state- 


ment representative  of  the  three  organ- 
izations reads  as  follows: 

"It  is  the  position  of  the  Rhode  Island 
Medical  Society;  the  American  Cancer 
Society,  Rhode  Island  Division,  and  the 
Rhode  Island  Department  of  Health, 
that  laetrile  has  no  value  in  the  pre- 
vention or  treatment  of  cancer.” 

Rep.  Durand  has  introduced  an 
amentlment  to  the  bill  the  substance 
of  which  is:  (1)  University  of  Rhode 
Island  School  of  Pharmacy  will  manu- 
facture laetrile  in  an  injectable  modal- 


The  Public  Laws  Committee  has  dis- 
cussed the  following  bills  and  has 
adopted  the  positions  noted: 

SENATE 

S-2218  (Smith)  — An  Act  Requiring 
the  Department  of  Social  and  Rehabil- 
itative Services  to  Require  a Second 
Medical  Opinion  in  All  Elective  Sur- 
gical Care,  and  Requiring  This  Depart- 
ment to  Limit  Reimbursement  for  Pre- 
Operative  Care  in  Hospitals  to  One 
Day.  The  Public  Laws  Committee  dis- 
approves this  bill. 

HOUSE 

78-H  7116  (Friedemann,  Kane,  (ial- 
logly,  MacDonald,  Maigret  and  others) 
— An  Act  Relating  to  Construction  of 
Hospitals  and  Ambulatory  Care  Facil- 
ities. This  act  would  require  the  De- 
[lartment  of  Health  to  base  its’  decision 
regarding  the  need  for  construction  of 
new  health  facilities  or  additions  to 
existing  facilities  upon  the  need  within 
the  county  within  which  construction 


ity  — (2)  A physician  upon  receipt  of 
a signed  consent  form,  which  frees  the 
jihysician  of  liability,  will  administer 
the  sulistance  — (3)  Prior  to  treatment 
the  physician  must  indicate  to  the  pa- 
tient the  type  of  malignancy  present, 
the  availability  of  other  conventional 
cancer  treatments  and  the  lack  of  med- 
ical evidence  supporting  efficacy  — Rep. 
Durand  feels  that  this  “controlled” 
clinical  trial  program  will  once  and  for 
all  determine  laetrile’s  worthiness  or 
lack  of. 


is  to  take  place.  The  act  would  also 
authorize  the  Health  Department  to 
reallocate  existing  equipment  and  beds 
amongst  health  care  facilities  upon  a 
showing  of  need.  Reallocation  of  beds 
would  be  mandatory  if  an  applicant 
can  demonstrate  more  than  90%>  bed 
luse  over  a two  (2)  year  period  next 
preceding  the  filing  of  the  application 
when  no  beds  are  available  for  reallo- 
cation. This  act  would  take  effect  upon 
passage.  The  Public  Laws  Committee 
disapproves  this  bill. 

77-H  6039  (Sao  Bento,  Sinesi)  — An 
Act  Relating  to  Oriental  Medicine. 
This  act  woidd  establish  the  practice 
of  Traditional  Oriental  Medicine,  in- 
cluding acupuncture  and  herbal  medi- 
cine, as  a learnetl  profession  and  would 
set  u[i  a five  member  board  to  license 
practitioners  and  to  promulgate  rules 
and  regulations  governing  the  profes- 
sion. This  act  would  take  effect  upon 

(Continued  on  next  page) 
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Bills  of  Interest 

(Continued  Irom  page  1) 

passage.  The  Public  Laws  0)inmittee 
disa[)provcs  this  bill. 

7S-H  7707  (Grande)  — Atj  Act  Re- 
lating to  Prescriptions.  This  act  would 
ret|uire  a physician  to  print  rather  than 
write  prescribed  drug  prescriptions. 
This  act  would  take  elTect  upon  pass- 
age. The  Piihlic  Laws  CToinmittee  dis- 
approves this  bill. 

78-H  7241  (Fay,  Kiley  and  McFar- 
land) — An  Act  Providing  for  Medi- 
caid Coverage  for  Certain  Surgical 
Services.  This  act  woidd  amend  the 
state  Medicaid  law  to  provide  coverage 
lor  outpatient  surgical  and  related  serv- 
ices performed  at  surgical  centers  which 
meet  the  standards  set  forth  in  the  act. 
'Phis  act  would  take  eflfect  upon  pass- 
age. Tlie  Public  Laws  Committee  ap- 
proves this  bill  with  a reservation  re- 
garding the  ability  to  monitor  such  a 
facility. 

7S-Fd  7422  (Durand,  Connors,  Carci- 
ere,  Healy,  Scott,  et  al)  — An  Act  Re- 
lating to  Dispensing  Drugs  and  Label- 
ing Prescription  Products.  This  act 
would  add  law  enforcement  provisions 
to  the  existing  laws  pertaining  to  the 
dispensing  of  drugs  and  labeling  of 
prescription  drugs  and  provide  for  sav- 
ings to  the  consumer  when  pharma- 
cists dispense  generic  drugs  in  place  of 
prescribed  brand  name  drugs.  This  act 
would  take  eflfect  upon  passage.  Fdas 
not  been  reviewed  yet  by  the  Public 
Laws  Committee. 

78-F4  7522  (Lederberg,  Teitz,  Kearns, 
Friedemann  and  Begin)  — An  Act  to 
Require  the  Confidentiality  of  Health 
Care  Information.  This  act  provides  for 
the  confidentiality  of  medical  records 
and  further  provides  for  disclosure  to 
third  parties  under  limited  and  speci- 
fied circumstances.  In  addition  thereto 
it  provides  for  civil  and  criminal  pen- 
alties for  anyone  who  violates  the  pro- 
visions of  this  act.  This  act  would  take 
eflfect  upon  passage.  The  Public  Laws 
Committee  approves  this  bill. 

7S-F4  7497  (Cardente,  Lederberg)  — 
An  Act  Relating  to  Nursing  Homes. 
This  act  repeals  that  section  of  the 
General  Laws  providing  that  nursing 


a deceased  person  until  tliey  have  been 
pronounced  dead  by  a licensed  physi- 
cian. This  act  would  lake  eflfect  upon 
passage.  'I'he  Public  Laws  Committee 
approves  this  bill. 

We  would  appreciate  your  comments 
in  writing  on  any  oi  the  above  bills. 


LADD  SCHOOL 

Our  sincere  appreciation  to  the  119 
physicians  who  vtdunteered  their  time 
for  the  Screening  Physical  Fixamination 
Program  at  the  Ladd  School. 


MEMBERSHIP 

Membership  in  the  Rhode  Island 
Medical  Society  is  worthwhile.  If  you 
know  of  a colleague  who  does  not 
belong,  urge  him  to  join  — and  tell 
him  he  can  get  all  the  infromation  he 
needs  from  the  F,xecutive  Office  (331- 
3207).  "iTu  will  be  doing  your  non- 
member  colleague  a favor,  and  you 
will  be  helping  to  strengthen  your 
society. 


CME  Credits 

Late  next  year  (1979)  all  physicians 
will  be  required  by  law  to  have  avail- 
able evidence  of  60  CME  credits  tTr 
relicensure  in  1980.  Remember  you  can 
count  any  credits  earned  from  3-1-76 
through  12-31-76  towards  your  total. 
Don’t  wait  until  the  last  minute  — 
“tempus  fugit.” 

Temporary  Disability 
Insurance 

Senator  fames  J.  F'edericu,  Jr.  has  ex- 
pressed concern  over  the  failure  of  some 
physicians  to  promptly  complete  a pa- 
tient’s TDl  form  resulting  in  that  in- 
dividual experiencing  delay  in  collect- 
ing his  sick  benehts.  Your  cooperation 
in  this  matter  would  be  most  appreci- 
ated. The  Senator  has  indicated  that 
unless  the  situation  improves  he  would 
teel  compelled  to  introduce  legislation 
to  ensure  that  the.se  benefits  are  not 
unduly  delayed  during  a time  of  need. 


Certificate  of  Need 
Bill 

A Certificate  ol  Need  Bill  has  l)ct 
drafted  containing  the  absolute  niij 
mum  retpiirements  of  the  RhodeJ 
land  Medical  Society,  excluding  the' 
lice(s)  of  the  private  practitioner,' 
grouj)  of  jirivate  practitioners;  “brie 
and  mcjrtar”  as  used  in  the  constructi' 
of  an  oihee  building  by  private  phj 
cians  are  exempt  from  a certificate 
need;  the  purchase  of  a single  jiiccc 
ecjuipment  (including  componen' 
which  exceeds  |150,000  will  requirt; 
certificate  of  need  approval. 


Disabled  Physician 
Assistance 

A reminder  that  the  House  of  Ut 
gates  of  the  Rhode  Island  Medical]^ 
ciety  has  approved  a mechanism) 
hel[)ing  the  Disabled  Physician.  If ' 
are  aware  of  any  physician  who  ir 
have  a problem  with  alcohol,  drugs, 
whose  competency  to  practice  is 
doubt  due  to  physical  or  emotional 
ness,  you  can  do  your  ccdleague  a gr ' 
service  by  reporting  this  information  ^ 
the  Executive  Office  in  order  that  ’ 
matter  may  be  investigated  and  the 
habilitation  process  initiated. 


REMINDER 

Rhode  Island  Medical  Society  An 
al  Meeting  — Wednesday,  MaV''^ 
1978  — Granston  Hilton  — plan, 
spending  the  afternoon  and  even 
with  us  — the  afternoon  offers  ! 
grams  by  many  specialty  societies 
lowed  by  the  R.I.M.S.  Annual  Ni 
ing  and  the  Chapin  Oration,  Qj' 
credits  for  participation  — ■ the  evei 
[irogram  is  purely  social,  dinner  ' 
dancing,  no  speakers. 


BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGY  AND  MEDICINE 
Providence,  Rhode  Island  02912 
863-3231 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 


29  SEMINAR  ENTITLED:  "NONINVASIVE  EVALUATION  OF  THE  PATIENT  WITH 
ISCHEMIC  HEART  DISEASE."  Topics  will  include:  "Survey  of  Noni  nvosive 
Diagnostic  Techniques  in  Cardiology,"  Arthur  Sasahara,  M.D.,  Chief  of 
Medicine,  U.S.  Veterans  Administration  Hospital,  Roxbury,  Massachusetts; 
Professor,  Harvard  Medical  School;  "Myocardial  Infarct  Imaging,"  Leonard 
B.  Holman,  M.D.,  Chief  of  Clinical  Nuclear  Medicine,  Peter  Bent  Brigham 
Hospital,  Boston,  Massachusetts;  Associate  Professor  of  Radiology,  Harvard 
Medical  School;  Established  Investigator,  American  Heart  Association;  "Eval- 
uation of  Left  Ventricular  Function  and  Stress  Testing  with  Radionuclides  by 
Gated  Images,"  Gerald  Pohost,  M.D.,  Assistant  Professor  in  Medicine  at  the 
Massachusetts  General  Hospital,  Boston,  Massachusetts;  "Evaluation  of  Left 
Ventricular  Function  by  Single  Pass  Studies,"  Donald  Tow,  M.D.,  Chief,  Nu- 
clear Medicine  Service,  U.S.  Veterans  Administration  Hospital,  West  Rox- 
bury, Massachusetts;  "Stress  Testing  with  ECG  Monitoring,"  Richard  A. 
Carleton,  M.D.,  Chief,  Division  of  Cardiology,  The  Memorial  Hospital,  Paw- 
tucket, R.I.;  Professor  of  Medicine,  Brown  University,  Providence,  R.I.;  "Phy- 
sical Concepts  of  Ultrasound  in  Diagnostic  Medicine,"  Paul  H.  Brown,  Ph.D., 
Instructor,  Radiation  Physics,  Brown  University,  R.I.;  Physicist-in-Charge, 
U.S.  Veterans  Administration  Hospital,  Providence,  R.I.;  "Echocardiography 
in  Evaluation  of  Left  Ventricular  Function,"  John  O.  Pastore,  M.D.,  Director, 
Noninvasive  Cardiac  Laboratory,  St.  Elizabeth's  Hospital,  Boston,  Massa- 
chusetts; Assistant  Professor  of  Medicine,  Tufts  University,  Boston,  Massa- 
chusetts. Marriott  Inn,  Providence,  R.I.,  9:00  a.m.  to  5:00  p.m.  For  further 
information,  contact  the  R.l.  AfFiTate  of  the  American  Heart  Association,  at- 
tention Mr.  Dave  Chatel,  728-5300. 


14  "EXPRESSION  OF  SICKLE  CELL  DiSEASE  IN  INFANCY,"  Audrey  K.  Brown, 
M.D.,  State  University  of  NYC  — Downstate.  Pediatric  Teaching  Rounds, 
Kay  Auditorium,  Roger  Williams  General  Hospital.  10:30  a.m.  to  12:00  p.m. 

15  "MANAGEMENT  OF  THE  ALCOHOLIC  PATIENT,"  Kenneth  H.  Williams,  M.D., 
Associate  Professor  of  Psychiatry  and  Internal  Medicine,  Univ.  of  Pittsburg 
School  of  Medicine;  Director,  Alcohol-Drug  Abuse  Clinic,  Western  Psychi- 
atric Institute  and  Clinic,  Pittsburg,  Pa.  Seminar  10-12  noon.  AV  Room, 
Newport  Hospital. 


MARCH 


APRIL 


26  SYMPOSIUM  ON  ARTHRITIS  ENTITLED  "MANAGEMENT  OF  COMMON  RHEU- 
MATIC DISEASES."  Symposium  will  include  lectures  and  workshops  for 
the  primary  care  physician  and  health  care  professional.  Sponsored  by 
the  Brown  University  Program  in  Medicine,  The  Rheumatology  Center  of 
the  Roger  Williams  General  Hospital  and  the  Rhode  Island  Chapter  of 
the  Arthritis  Foundation.  Registration  8:30  a.m.  Lectures  9:00  a.m.  to  4:00 
p.m.  Sheraton  Islander,  Goat  Island,  Newport,  R.l.  For  further  information, 
contact  Dorothy  Rosenberg  456-2069. 


MAY 

6 "NUCLEAR  MEDICINE  IN  MEDICAL  AND  SURGICAL  PRACTICE,"  Henry  N. 
Wagner,  M.D.,  Professor  of  Medicine,  Radiology  and  Environmental  Health, 
Johns  Hopkins  Medical  School;  Head,  Division  of  Nuclear  Medicine  and 
Radiation  Health,  Johns  Hopkins  Medical  Institutions.  Seminar  10-12  noon. 
Luncheon  follows  at  noon  to  1 p.m..  Pier  Restaurant,  Newport,  Those 
wishing  to  attend  this  Newport  Hospital  Postgraduate  Medical  Seminar 
who  are  not  members  of  the  Newport  Medical  Society  are  welcome.  How- 
ever, they  should  call  Mrs.  Elizabeth  Cranston,  1-401-846-6400,  Ext.  445 
for  luncheon  reservations.  There  is  a charge  of  $7.00  per  person  for  non- 
members. 

12  "MANAGEMENT  OF  INCREASED  INTRACRANIAL  PRESSURE,"  Charles  Barlow, 
M.D.,  Harvard  Medical  School.  Pediatric  Teaching  Rounds,  Kay  Auditorium, 
Roger  Williams  General  Hospital.  10:30  a.m.  to  12:00  p.m. 

JUNE 

9 "THYROID  DISEASE  IN  CHILDREN,"  Robert  M.  Blizzard,  M.D.,  University 
of  Virginia  Medical  School.  Pediatric  Teaching  Rounds,  Kay  Auditorium, 
Roger  Williams  General  Hospital.  10:30  a.m.  to  12:00  p.m. 
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BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


4 Mesuge  From  The  Deen 


THE  PHYSICIAN  AS  EDUCATOR 


It  is  customary  to  note  that  the  duties  of 
present-day  medical  schools  are  effectively 
defined  within  the  perimeter  of  education, 
research  and  service.  Certainly  nobody 
doubts  that  much  of  our  conscious  energies 
are  consumed  in  introducing  medical 
students  to  the  science  and  arts  of  human 
medicine:  teaching  them  how  to  serve.  To  a 
variable  measure  we  also  reveal  to  them  the 
I techniques,  the  premises  and  the  joys  of 

j biomedical  investigation;  but  it  is  truly 

doubtful  that  we  have  invested  much  creative 
consideration,  much  less  curricular  time,  in 
their  education  as  future  educators. 

The  Hippocratic  Oath  enjoins  us  to  impart 
knowledge  of  the  art  of  medicine  to  our  sons, 
our  disciples  and  the  offspring  of  our 
teachers.  And  while  the  Oath  leaves 
something  to  be  desired  in  terms  of  equal 
opportunity  and  admissions  policies,  it 
j clearly  mandates  our  profession  to  assume 

j the  obligation  of  educating  our  future 

i colleagues.  Few  physicians  would  debate  the 

i premise  that  we  first  persuade  and  counsel 

1 some  medical  students  to  enter  the  future 

ranks  of  some  medical  school  faculty.  The 
act  of  replicating  ourselves  is  more  than  an 
idle  vanity.  It  is  a response  to  the 
unambiguous  need  that  this  profession 
prevail  and  that  its  teachers  be  the  guardians 
of  rigidly  observed  professional  standards. 
Yet  it  is  a curious  commentary  on  the 
American  educational  enterprise  that  formal 
training  in  pedagogy  is  demanded  only  of  our 
primary  and  secondary  school  teachers  while 
: in  centers  of  higher  learning  the  educable  arts 

F of  teaching  are  left  to  the  mercies  of 

happenstance.  The  roster  of  qualifications  for 
ii.  a professor  of  medicine,  for  example,  never 

( lists  courses  in  education;  somehow  we 


assume  that  the  candidate  is  either  inately 
endowed  with  or  will  mysteriously  be  granted 
the  genes  needed  for  effective  teaching.  The 
wide  variation  in  teaching  capabilities  show  n 
by  the  typical  medical  faculty  is  testament  to 
our  carelessness  in  this  regard.  Brown  is 
presently  no  better  than  its  sister  institutions 
in  paying  mind  to  the  art  of  teaching. 
Even  if  medical  schools  accept  teaching  as  a 
necessary  role  for  their  graduates  (without 
concurrently  insisting  that  the  teacher  be 
taught),  the  vagueness  persists  since  we  do 
not  specify  w'ho  is  to  be  taught.  For  example, 
once  teaching  skills  are  developed  by  the 
physician,  should  their  use  be  restricted  to 
the  educational  communication  between 
physician  and  physician-to-be.  Might  these 
skills  have  a market  far  broader  than  the  new 
candidates  for  medicine  and  allied  fields? 
Should  perhaps  the  medical  student  be 
additionally  instructed  in  the  merit,  indeed 
the  need,  to  be  an  effective  educator,  as  well 
as  physician,  for  his  patients? 

In  matters  as  simple  as  drug  use 
instructions  to  patients,  surveys  tell  us  that 
confusion  and  misinterpretation  are 
experienced  more  commonly  than  clarity. 
Some  therapeutic  failures  may  indeed  be 
only  tailures  of  communication. 

The  role  of  the  physician  as  one  who  can 
exert  an  effective  influence  on  the  quality  and 
duration  of  his  patient’s  life  is  defined 
somewhat  by  the  extent  to  which  he  is 
provided  with  technologic  insights  and 
pharmacologic  tools.  But  while  the  prospect 
of  new  technical  advances  are  necessarily 
limited  the  possibilities  for  educational 
counseling  are  broad.  How  often  a few 
minutes  of  rational  explanation  can  dispell 
ill-conceived  mythology;  how  often  candid 


I 


51 


and  realistic  descriptions  can  diminish  a 
patient’s  anxieties  and  lessen  the  feelings  of 
alienation  between  physician  and  patient? 

The  physician-as-teacher  can  truly  exert  a 
measurable  influence  on  the  lives  of  his 
patients.  I he  urban  world  of  the  I97()’s  is  a 
risky  place  for  all  of  us,  and  judicious 
instruction  on  careful  diet,  avoidance  of 
ecologic  hazards  and  prudent  life-styles  can 
be  of  major  help  in  a safe  transition  from 
childhood  to  late  maturity.  It  is  not  my  intent 
to  suggest  that  facile  conversation,  alone, 
determines  the  value  of  a physician. 
Certainly,  ability  to  communicate  must  be 


wedded  to  professional  competency.  (Many 
of  you  will  remember  a famous  cartoon 
showing  a physician  confronting  a worried 
patient;  that  physician  says,  “Mrs.  Brown, 
you  have  disseminated  lupus.  Now,  shall  we 
discuss  Proust”). 

The  medical  school,  if  it  so  elects,  can 
elevate  teaching  to  a level  as  exhalted  as  the 
more  traditional  physician  skills  of  diagnostic 
and  therapeutic  competency. 

Stanley  M.  Aronson,  M.D. 
Dean  of  Medicine 
Brown  University 


Physicians  Seeking  Opportunities  in  R.l. 


John  G.  Finn,  M.D. 

404A  Dalton  Drive 
Winooski,  VT  05404 
Specialty:  Cardiology 

* * * 

Milton  S.  Goldman,  M.D. 

960  Johnson  Ferry  Road,  N.E. 
Suite  340 

Atlanta.  GA  30342 
Specialty:  Urology 

* * * 

Robert  B.  West,  M.D. 

8 Louise  Lane 
Tenafly,  NJ  07670 
Specialty:  Orthopedics 

* * * 

James  R.  Demicco,  M.D. 

21  Woodman  Street 
Boston,  MA  02130 
Specialty:  Internal  Medicine 
* * * 

Justin  MacCarthy,  M.D. 
Glasgow,  Kentucky  42141 
Specialty:  General  Surgery 
* * * 

Russell  Dow,  M.D. 

1710  N.W.,  143rd  Avenue 
Portland  OR  97229 
Specialty:  OB/GYN 
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Gulam  H.  Bhimani,  M.D. 

52  Butterworth  Drive 
Attleboro,  MA  02703 
Specialty:  Urology 

* * * 

Jo  U Choi,  M.D. 

165  Lyons  Avenue,  No.  C-6 
Newark,  NJ  07112 

* * * 

Raymond  J.  Dattwyler,  M.D. 

53  Halsey  Avenue 
Wellesley,  M A 20181 
Specialty:  Allergy  Immunology 

* * * 

Ned  B.  Stein,  M.D. 

12000  Fairhill  Road 
Cleveland,  Ohio  44120 
Specialty:  Urology 

* * * 

Grover  G.  Baxley,  M.D. 

St.  Elizabeth’s  Hosp.  of  Boston 
736  Cambridge  Street 
Boston,  MA  02135 

Specialty:  Internal  Medicine 
* * * 

Robert  Browne,  M.D. 

513  Richardson  Road 
Rochester,  NY  14623 
Specialty:  Internal  Medicine 
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Summit  Medical  Office 


Building 


Now  Renting 


• LOCATED  IN  THE  MOST  DESIRABLE  AREA  OF  PROVIDENCE  WITH 
EASY  ACCESS  TO  ALL  HOSPITALS  AND  BUS  LINES 


• A 30,000  SQUARE  FOOT  BUILDING  WITH  ALL  MODERN  CONVENI- 
ENCES INCLUDING  CENTRAL  AIR  CONDITIONING  AND  ELEVATOR 


• ATTRACTIVE  ARRANGEMENTS  CAN  BE  MADE  TO  DEFRAY  START- 
UP COSTS  FOR  NEW  PRACTITIONERS 


PLEASE  CALL 


Firmin  P.  Reed 

Telephone:  (401)  253-5035 
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ERCOLE  ADDONIZIO,  M.D. 

Doctor  Ercole  Addoni/.io,  Providence 
physician,  died  March  13,  1977,  at  the  age  of 
61.  Doctor  Addoni/io  had  been  a member  of 
the  staffs  of  Roger  Williams  General 
Hospital,  St.  Joseph’s  Hospital,  John  F. 
Fogarty  Memorial  Hospital,  the  former 
McAlpine  Memorial  Hospital,  and  senior 
physician  at  Dr.  U.F.  Zambarano  Memorial 
Hospital.  He  was  a graduate  of  Cushing 
Academy;  Colby  College,  Waterville,  Maine; 
and  the  Hahnemann  Medical  College  in 
Philadelphia. 

ALDEN  BLACKMAN,  M.D. 

Doctor  Alden  Blackman,  Providence 
gastroenterologist,  died  on  June  3,  1977.  He 
was  41  years  old.  Doctor  Blackman,  was  a 
clinical  assistant  professor  in  the  Brown 
University  medical  program  and  chief  of  the 
section  of  gastroenterology  at  Roger 
Williams  General  Hospital,  and  an  associate 
physician  at  the  Rhode  Island  Hospital.  His 
memberships  included  the  American  Board 
of  Internal  Medicine,  the  American  College 
of  Physicians,  the  board  of  trustees  of  the 
Jewish  Home  for  the  Aged,  and  the 
Education  Committee  of  the  American 
Cancer  Society.  Doctor  Blackman  was  an 
alumnus  of  Classical  High  School, 
Dartmouth  College  and  the  University  of 
Vermont  Medical  School. 

LOUIS  BURNS,  M.D. 

Doctor  Louis  Burns,  Newport  physician, 
died  August  13,  1977,  at  74  years  of  age. 
Doctor  Burns  was  a former  chief  of  medicine 
at  Newport  Hospital.  He  was  a member  of 
the  American  Geriatrics  Society,  the 
Phlebology  Society  of  America,  the 
American  College  of  Anginology,  the  New 
England  and  American  Diabetes  Societies, 
and  the  International  Leprosy  Association. 
He  also  was  active  in  the  Providence  College 
Alumni  Association;  the  Louis  E.  Burns 
Award,  named  in  honor  of  his  work  for  the 
college,  is  given  through  the  college’s 
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Newport  County  Alumni  Association  to  an 
outstanding  Providence  College  graduate. 
Doctor  Burns  studied  medicine  at  St.  Louis 
School  of  Medicine. 

JAMES  C.  CALLAHAN,  M.D. 

Doctor  James  C.  Callahan,  former  chief 
of  surgery  at  Newport  Hospital,  died  on 
February  19,  1977,  at  the  age  of  73.  Doctor 
Callahan’s  numerous  memberships  include 
the  New  England  Surgical  Society,  the  New 
England  Cancer  Society,  the  Providence 
Surgical  Society,  the  Daland  Society,  the 
American  Board  of  Surgery,  and  he  was  a 
Fellow  of  the  American  College  of  Surgeons. 

He  was  a graduate  of  Harvard  College  and 
the  Harvard  Medical  School. 

PETER  CHUDOLIJ,  M.D. 

Doctor  Peter  Chudolij,  Providence  family 
practitioner,  died  on  September  1,  1977,  at 
59  years  of  age.  Doctor  Chudolij  was  on  the 
staff  of  Roger  Williams  General  Hospital; 
and  he  was  a clinical  instructor  in  medicine 
at  Brown  University,  Division  of  Biology  and 
Medicine.  Doctor  Chudolij  was  educated  in 
the  Ukraine. 

HARALAMBIE  G.  CICMA,  M.D. 

Doctor  Haralambie  G.  Cicma,  Providence 
dermatologist  since  1926,  died  March  24, 
1977.  He  was  in  his  mid-eighties.  Doctor 
Cicma  was  former  chief  of  dermatology  of 
the  Homeopathic  Hospital  (now  Roger 
Williams  General  Hospital).  During  World 
War  II  he  served  as  dematologist  for  Medical 
Advisory  Board  No.  3 of  Rhode  Island;  and 
he  received  numerous  awards  and  citations 
for  other  professional  acticities  as  well.  He 
was  a graduate  of  Boston  University  and  the  ? 
Harvard  Medical  School. 

I 

RAWSER  P.  CRANK,  M.D. 

Doctor  Rawser  P.  Crank,  Cranston  j 

immunologist,  died  on  September  28,  1977,  ;! 

at  the  age  of  79.  Doctor  Crank  was  a major  ] 
in  the  Army  Medical  Corps  in  World  War  II,  ,j 
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and  had  also  served  in  World  War  1.  The 
doctor  was  affiliated  with  Rhode  Island 
Hospital,  Roger  Williams  General  Hospital, 
and  the  Rhode  Island  Medical  Center;  and 
he  was  a diplomate  on  the  National  Board  of 
Medical  Examiners.  Doctor  Crank  was 
educated  at  Drury  College  and  Washington 
' University  School  of  Medicine. 

GEORGE  A.  CREPEAU,  M.D. 

Doctor  George  A.  Crepeau,  a well-known 
pediatrician  of  Woonsocket,  died  February 
28,  1977,  at  70  years  of  age.  Doctor  Crepeau 
was  a past  president  of  the  Woonsocket 
District  Medical  Society.  Among  his 
; numerous  memberships  were  the  Boston  City 
Hospital  Alumni  Association,  the  New 
England  Pedriatic  Society,  and  the  pediatric 
; section  of  the  American  Medical  Association. 

; He  was  a graduate  of  Assumption  College  in 
Worcester  and  the  Boston  University  School 
of  Medicine. 

L ADDISON  CURREN,  M.D. 

I Doctor  L.  Addison  Curren,  Cranston 
I physician,  died  July  23,  1977,  at  73  years  of 
•:  age.  Doctor  Curren  was  the  Cranston  city 

-,j  physician  for  ten  years  and  was  on  the  staffs 
of  Miriam,  St.  Joseph’s,  and  Roger  Williams 
ij  General  Hospitals.  During  World  War  II  he 
A was  a captain  in  the  Army  Medical  Corps, 
and  retired  as  a major.  He  had  been 
graduated  from  the  University  of  Maine  in 
1926  and  from  McGill  University  Medical 
School  in  1931. 

BRUNO  G.  DEFUSCO.  M.D. 

Doctor  Bruno  G.  DeFusco,  a Providence 
j pediatrician  for  40  years,  died  on  February 
19,  1977,  at  the  age  of  70.  Doctor  DeFusco 
li  served  on  the  pediatrics  staffs  of  the  former 
Charles  V.  Chapin  Hospital,  the  Women  & 
Infants  Hospital,  and  the  Rhode  Island 
{ Hospital.  The  doctor  was  an  alumnus  of 
J Classical  High  School,  Brown  University, 
3 and  Boston  University  Medical  School. 

DOMINIC  P.  FERRUCCI,  M.D. 

Doctor  Dominic  P.  Ferrucci,  Woonsocket 
, physician,  died  on  November  17,  1977,  at  the 
^ age  of  68.  Doctor  Ferrucci  had  been  on  the 
' staffs  of  the  Woonsocket  Hospital  and  the 
John  E.  Fogarty  Memorial  Hospitals.  He 


was  educated  at  Boston  University  and  the 
University  of  Rome  Medical  School. 

FRANK  T.  FULTON,  M.D. 

Doctor  Frank  T.  Fulton,  practicing 
physician  in  Providence  for  more  than  fifty 
years,  died  on  April  10,  1961,  at  the  age  of  93. 
Doctor  Fulton  was  born  in  Westmoreland 
County,  Pennsylvania,  on  April  28,  1867. 
During  the  early  years  of  the  century,  he  was 
an  instructor  in  histology  at  Brown 
University.  He  later  was  cardiologist  at  the 
Providence  Lying-In  Hospital.  In  World  War 
I he  was  commissioned  a major  in  the  Army 
Medical  Corps  and  served  as  chief  of  the 
medical  staff  at  the  base  hospital.  Camp 
Devens.  He  developed  the  “heart  station”  at 
Rhode  Island  Hospital  and  served  as  a 
consultant  there  for  many  years.  Doctor 
Fulton  was  a member  of  the  consulting  staffs 
of  Rhode  Island  Hospital,  Providence  Lying- 
In  Hospital,  the  Memorial  Hospital  in 
Pawtucket,  and  South  County  and  Westerly 
Hospitals.  He  was  a past  president  of  the 
Providence  Medical  Association,  the  Rhode 
Island  Medical  Society,  and  the  New 
England  Heart  Association.  Doctor  Fulton 
graduated  from  Knox  College  in  Illinois  and 
Johns  Hopkins  University  Medical  School. 

HARRY  JACOBS,  M.D. 

Doctor  Harry  Jacobs,  Chepachet 
physician,  died  March  26,  1977,  at  the  age  of 
70.  Doctor  Jacobs  was  a captain  in  the  Army 
Medical  Corps  and  served  five  years  in  the 
Pacific  theater  during  World  War  H.  He  was 
a graduate  of  Tufts  College  and  Tufts 
Medical  School. 

EDWARD  H.  McCAUGHEY,  M.D. 

Doctor  Edward  H.  McCaughey, 
Pawtucket  physician,  died  on  December  9, 
1977,  at  74  years  of  age.  Doctor  McCaughey 
was  a Navy  veteran  of  World  War  II;  he  was 
for  several  years  a staff  member  at  Memorial 
Hospital;  and  he  was,  also,  past  president  of 
the  Pawtucket  Medical  Association.  Doctor 
McCaughey  graduated  from  LaSalle 
Academy,  Providence  College,  and  Boston 
University  Medical  School. 

M.  LEO  PRANIKOFF,  M.D. 

Doctor  M.  Leo  Pranikoff,  Providence 
ophthalmologist,  died  July  31,  1977,  at  the 
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age  of  52.  Doctor  I’ranikoff  was  associate 
clinical  professor  of  ophthalmology  at  Brown 
University  medical  school,  and  he  was  chief 
of  the  department  of  ophthalmology  at 
Miriam  Hospital.  During  World  War  II  he 
served  as  a medical  corpsman  in  France  with 
the  14th  Armored  Infantry  Division.  Doctor 
I’ranikoff  was  an  alumnus  of  I'ufts  College 
and  lufts  Medical  School. 

ALFRED  M.  TARTAGLINO,  M.D. 

Doctor  Alfred  M.  lartaglino,  Newport 
general  practitioner  for  43  years,  died  on 
September  9,  1977  at  the  age  of  72.  Doctor 
lartaglino  was  affiliated  with  the  Newport 
Hospital;  and  he  was  past  president  of  the 
medical  staff  there.  He  was  a graduate  of 
Georgetown  University  and  Georgetown 
Medical  School. 

GENARINO  R.  ZINNO,  M.D. 

Doctor  Genarino  R.  Zinno,  Providence 
general  practitioner,  died  on  January  15, 
1977,  at  66  years  of  age.  Doctor  Zinno  was  a 
former  chairman  of  the  Rhode  Island 
Advisory  Council  on  Health.  He  was  a 
resident  physician  at  the  Rhode  Island 
Medical  Center  in  1939  and  assistant 
supervisor  at  the  Charles  V.  Chapin  Hospital 
in  1940.  Most  recently  he  was  on  the  staffs  of 
Roger  Williams  General  Hospital  and  St. 
Joseph’s  Hospital.  Doctor  Zinno  graduated 
from  Classical  High  School,  Providence 
College,  and  Georgetown  University  Medical 
School. 


Are  You  Moving? 

If  you're  moving  soon,  please  let  us  know 
at  least  six  weeks  before  you  move. 

Send  change  of  address  to 
RHODE  ISLAND  MEDICAL  JOURNAL 
106  Francis  Street 
Providence,  Rl  02903 

Name 

Old  Address 

Street 

City State  ....  Zip 

New  Address 

Street 

City State  ....  Zip 
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Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br 

Please  consult  complete  prescribing  Informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows 

"Possibly"  effective  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis 
Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 

Contrairfdications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  HCl  and/or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g . operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCl)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  Im- 
paired renal  or  hepatic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax  When  chlordiazepoxide  HCl  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur!  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances 
Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCl, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e  . dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation. 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets. 


ROCHE 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Each  capsule  contains 
mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  Br. 


■ncations  in  providing 
PPIP_ibrium®  (chlordiaz- 
^ent  antisecretory  and 
^r2^n®  (clidinium  Br)  for 
feowel  syndrome*  and 


NOW 


a two-piece  14oz.  can 
for  Soyalac 


A two-piece  can 
means  no  soldered 
seam.  No  solder  means 
no  possibility  of  lead 
contamination  from  the 
container.  Soyalac  is  the 
first  infant  formula  with  this 
packaging  innovation. 

There  are  improvements,  too, 
in  the  formulation.  Soyalac  now  has 
25%  more  iron  than  known  competitive 
hypoallergenic  milk-free  formulae.  In  fact, 
the  entire  formula  has  been  slightly  modi- 


fied to  reflect  the  cur- 
rent U.  S.  RDA  levels 
set  by  the  Food  and 
Drug  Administration. 
Soyalac  — formula  for  > 
infants  on  regular  feed- 
ing and  for  those  who  re- 
quire milk-free  diets;  concen-  , 
trate  and  single  strength,  ready- 
to-use.  Made  from  the  whole  soybean. 
I-Soyalac  concentrate,  made  from  soy  , 
isolate,  with  no  soy  carbohydrates  and  no  |ii| 
corn  products.  ,j 


For  detailed  information  and  samples  call  or  write: 


Western  U.S. 

LOMA  LINDA  FOODS 
11503  Pierce  Street 
Riverside,  CA  92515 
(714)  785-2444 


Eastern  U.S. 

LOMA  LINDA  FOODS 
13246  Wooster  Road 
Mount  Vernon,  OH  43050 
(614)  397-7077 


When  pain  complicates  acute  cystitis’ 

A»)GdntdnoT 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  1 00  mg  phenazopyridine  HCI 

for  the  pain  for  the  pathogens 


□ Early  relief  of  painful  symptoms 

such  as  burning  and  pain 
associated  with  urgency  and 
frequency. 


Nonobstructed;  due  to  suscepti- 
ble organisms 


□ Effective  control  of  susceptible 
pathogens  such  as  E.  coli, 
Klebsiella- Aerobacter , Staph, 
aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris. 

□ Appropriate  antibacterial 
therapy: 

up  to  three  days  therapy  with 
Azo  Gantanol,  then  1 1 days  with 
Gantanol®  (sulfamethoxazole), 
0.5  Gm  tablets. 


I|}re  prescribing,  please  consult  complete  product  information,  a 
s^imary  of  which  follows: 

cations:  In  adults,  urinary  tract  infections  complicated  by  pain 
marily  pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
anisms  (usually  £.  coli,  Klebsiella-Aerobacter,  Staphylococcus 
ajeus,  Proteus  mirabilis  and,  less  frequently,  Proteus  vulgaris) 
i^e  absence  of  obstructive  uropathy  or  foreign  bodies. 

e:  Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
fe^eriologic  and  clinical  response;  add  aminobenzoic  acid  to  follow- 

tulture  media.  The  increasing  frequency  of  resistant  organisms  limits 
usefulness  of  antibacterials  including  sulfonamides.  Measure 
sjfonamide  blood  levels  as  variations  may  occur;  20  mg/lOO  ml 
uid  be  maximum  total  level. 

0itraindications:  Children  below  age  12;  sulfonamide  hypersensi- 
tit;y;  pregnancy  at  term  and  during  nursing  period;  because  Azo 
Ghtanol  contains  phenazopyridine  hydrochloride  it  is  contraindi- 
cspd  in  glomerulonephritis,  severe  hepatitis,  uremia,  and  pyelone- 
itis  of  pregnancy  with  G.l.  disturbances. 

#nings:  Safety  during  pregnancy  not  established.  Deaths  from 
ersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and  other 
3d  dyscrasias  have  been  reported  and  early  clinical  signs  (sore 
ttpat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  serious  blood 
cf43rders.  Frequent  CBC  and  urinalysis  with  microscopic  exam- 
irjion  are  recommended  during  sulfonamide  therapy. 

PAcautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hlbtic  function,  severe  allergy,  bronchial  asthma;  in  glucose-6- 
p:3sphate  dehydrogenase-deficient  individuals  in  whom  dose- 
r^ited  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
p vent  crystalluria  and  stone  formation. 

A erse  Reactions:  Blood  dyscrasias  (agranulocytosis,  aplastic  ane- 
■ i,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura, 
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hypoprothrombinemia  and  methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions,  Stevens-Johnson  syndrome, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis);  G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS 
reactions  (headache,  peripheral  neuritis,  mental  depression,  con- 
vulsions, ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon). 

Due  to  certain  chemical  similarities  with  some  goitrogens,  diuretics 
(acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfon- 
amides have  caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia.  Cross-sensitivity  with  these  agents  may  exist. 
Dosage:  Azo  Gantanol  is  intended  for  the  acute,  painful  phase  of 
urinary  tract  infections.  Usual  adult  dosage:  2 Gm  (4  tabs)  initially, 
then  1 Gm  (2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists,  causes 
other  than  infection  should  be  sought.  After  relief  of  pain  has  been 
obtained,  continued  treatment  with  Gantanol  (sulfamethoxazole) 
may  be  considered. 

Note:  Patients  should  be  told  that  the  orange-red  dye  (phenazopyri- 
dine HCI)  will  color  the  urine. 

Supplied:  Tablets,  red,  film-coated,  each  containing  0.5  Gm  sulfa- 
methoxazole and  100  mg  phenazopyridine  HCI— bottles  of  100 
and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


TRIAMTERENE  CONSERVES  POTASSIUM 
NmiLE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DViiVZlDE 

I'^ach  capsule  contains  50  mg.  of  Dyrenium®  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows; 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  m patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


f Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications;  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  m the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults,  1 hiazides  appear  and  triamterene  may 
appear  m breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
important  m patients  vomiting  excessively  or  receiving  parenteral  fluids). 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSIONr 
SERUM  K^AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K* 
frequently;  both  can  cause  K ' retention  and 
elevated  serum  Kt . Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one. 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  m post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dyazide’  interferes  with 
fluorescent  measurement 
of  quimdme. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and.  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 


SK&F  CO.,  Carolina,  P.R.  00630 
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TUI^Eif 

TtiKEc-IN-ONE 

THIRAPY 


Neosporiri 

Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 


I eomycin 

j 2phylococais 
liemophiliis 
Ifbsiella 
robacter 
hherichia 
loteus 
( rynebacteriim 
^eptococnis 
euniococcus 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Staphylococcus 

Corynebacteriiim 

Streptococcus 

Pneumococats 


Pseudommas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  277QQ 


lyitw  overlapping  antibacterial  action  of 
b )sporin*  Ointment  (polymyxin  B-badtradn-neomydn). 


IJeosporiri 

Ointment 


Q)lymyxin  B- Bacitracin-Neomycin) 

Ejh  gram  contains,  Aerosporin''  brand  Polymyxin  B 
S|ate  5,000  units:  zinc  bacitracin  400  units;  neomycin 
■^ate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 

St'pal  white  petrolatum  qs;  in  tubes  of  i oz  and  1/2  oz 
^ 1/32  oz  (approx.)  foil  packets. 

FIHNING:  Because  of  the  potential  hazard  of  nephro- 
; ticity  and  ototoxicity  due  to  neomycin,  care  should  be 
; e xised  when  using  this  product  in  treating  extensive 
bjis,  trophic  ulceration  and  other  extensive  conditions 


t 


re  absorption  of  neomycin  is  possible.  In  burns 
re  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  IS  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  IS  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  m the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 


COLBY  PROCLAIMS 


Social  Security  Bill  Is  Signed, 
Gives  Pensions  to  Aged,  Joh 


Signs  Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 


Roosevelt  Approves  Message  Intended  to  Benefit  30fi 
Persons  When  States  Adopt  Cooperating Laws-He^ 
the  Measure  ^Cornerstone  of  His  Economic  Prog 


n 


MILITANTS  VEXED  AT  PRIVACY. 


Wanted  Movies  of  Ceremony, 
But  Both  Factions  Are 


Auir.  2‘'!.  1,920^ 

% WV,  ^ '•V-’COjK  s 


SENATE  APPROVES 
18-YEAROLDVOTE 
INALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aup.  1 
The  Social  Security  Bill,  p 
a broad  proprram  of  uneni[ 
insurance  and  old  ape  j 
and  counted  upon  to  beii' 
20,000,000  persons,  becanv 
day  when  it  was  sipned  1 
dent  Roosevelt  in  the  prt 
those  chiefly  responsible 
tinp  it  tbroup) 

Mr.  R >evelt  cal 
“the  erstone 


J i 


WASHINGTON,MarchlO, 
1971— The  Senate  approve;;^ 
0 set’ 

TRVMAN CLOSES  ' 


'TED  NATIONS  CONFEREE 
mu  PLEA  TO  TRANSLAT 


CHARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  'Great 


Instrument  of  Peace,’ 


"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meefhere  in  freedom  and 
safety  to  create  it.’ 

"If  we  seelc  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any- small  group  of  nations— we 
shall  bo  equally  guilty  of  that  be-. 
trayAdt."" 


F^erven  t In  terpolation 


The  President,  speaking  in  tW 
auditorium  of  the  Wir  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  Worl(f; 
War;^^in  which  he  himself  served, 
seemed  td  give  unconscious  expres- 
*fqn  tie  ^e  solemn  feeling  of  the 
A»^<isio^i#|tim,  at  the  out^  of  his 


spiSech,iiSkrJ)iMie^  the,wotds,-r 


prayer* 

■ Just  ^eforevite  pi^ary 
'the  .Presid^t-  accoftipaniw  . 


the  Dr 


Ends 


i WASHINGTON,  Jan.  27, 


[1973— “With  the  signing  of 
[the  peace  agreement  in 
[iParis  today,  and  after  re- 
[ifeiving  a report  from  the 
Secretary  of  the  Army  that 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  77M£  HAS  COME? 


The  comunicr’s  right  to  knoic  is  an  ir- 
rcvasibh'  and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  nght  to  know  more  about  his 
or  her  presniption  niedieations.  One 
way.  gaining  favor,  is  through  patient 
package  inserts.  Wisely- prepared  and 
properly  distributed  when  nwdieally  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy- 
laudable  goals  by  anymie's  standards. 

The  FMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professiims  and  consumeis  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twace  as 
g(H>d.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
— and  so  on. 

IVoblems  like  these  might  arise 
less  often  if  the  patient  received  \uit- 
ten  information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  mfomiation 


is  enough’  How  am  it  be  kept  current’ 
Should  all  patients  receive  the  same 
information’  Should  inserts  be  in- 
cluded with  all  drugs’  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a "fair  balance" 
presentation  that  describes  usefulness 
as  well  as  drawbacks’ 

These  and  similar  questions 
require  answers,  since  nKxjel  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  P'D.'\  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Gmgress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation's  prescription  drug  infonnation 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
partiapation  by  doctors,  pharmaasts, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  dea- 
sions.  Otherwise,  people  with  less 
expenence  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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SOO 


700773 


Kefzor  /'V 

cefazolin  sodium 


Ampoules,  equivalent  to  500  mg.,  1 Cm., 
and  10  Cm,  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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i Depression  And  Its  Treatment 


I Management  Of  Endogenous  Depression 
Is  Facilitated  By  The  Judicious  Use  Of 
I Antidepressants 


] By  Peter  P.  Reilly,  M.D. 


I Depression  is  a complex  phenomenon 
<i;  which,  despite  a long  history  of  study,  is  still 
I incompletely  understood.  It  is  a syndrome  in 
f which  remission  and  impaired  life 
expectancy  are  highly  probable.  It  is  our 
^ purpose  in  this  paper  to  attempt,  not  to 

21  redefine  or  revise  the  nosology  of  the  disorder, 
i but  rather  to  review  what  is  known  and  then 
ij  dwell  on  treatment. 

I Among  the  various  types  of  depression  are 
(j!  the  following:  1.  atypical,  2.  hysteroid,  3. 
d'  hysteroid  dysphoric,  4.  refractory,  5.  agitated, 
8'  6.  involutional  melancholia,  7.  manic 
t depressive  (manic,  depressive  type,  bipolar),  8. 
qi  psychotic,  and  9.  neurotic  reactive. 

An  endogenous  (chemical)  type  of 
t depression  can  present  as  a deep  depression  in 
which  there  is  retarded  motor  activity  or 
jjj  symptoms  of  agitation.  Usually,  there  are 
vj  vegetative  signs  such  as  anorexia, 
constipation,  insomnia,  and  multiple 
;}i  gastrointestinal  tract  and  organ  system 
:(|  symptomotology. 

-j  

S PETER  P.  REILLY,  M.D.,  Child- Adult 
”1  Psychiatrist,  formerly  Clinical  Instructor  in 
''  Psychiatry  at  Harvard  Medical  School; 

'■  currently  on  Active  Staff  at  St.  Joseph's 
) Fatima  Hospital  and  Consulting  Staff  of 
Miriam  Hospital,  Providence,  RI. 


Neurotic  reactive  depression  can  have  its 
origins  in  childhood  loss  whether  this  loss  be 
real,  imagined,  or  fantasied.  This  may  produce 
adult  vulnerability  to  depression.  The 
incorporation  of  a low  self-image  from  angry 
hostile  parents  may  render  the  patient 
vulnerable  to  criticism  as  an  adult. 

Atypical  depression  can  be  precipitated 
acutely  in  a previously  well-adjusted  person, 
and  the  mood  can  vary  from  day  to  day.  It  may 
be  masked  by  phobic  anxiety  and  present  with 
hysterical  features.  Somatic  symptoms  such  as 
restless  sleep,  fatigue,  irritability,  and 
gastrointestinal  dysfunction  are  common. 
Endogenous  symptoms  such  as  weight  loss  and 
early  morning  awakening  occur  irregularly. 

Hysteroid  dysphoria  is  a chronic  personality 
style  unlike  atypical  depression,  which  is  not 
chronic.  Symptoms  may  occur  in  relation  to 
external  events,  but  this  relationship  is  often 
not  present.  It  occurs  especially  in  females 
where  the  mood  is  described  as  shallow,  labile, 
and  dependent  on  external  sources  of 
approval.  Personality  is  described  as  histrionic 
and  seductive.  The  patient  may  describe 
feelings  of  depression  but  seldom  has 
vegetative  symptoms  and  remains  quite  active. 
The  syndrome  may  occur  secondary  to  a 
primary  affective  disorder. 

Psychotic  depression  usually  is  manifested 
by  feelings  of  despair,  helplessness. 
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hopelessness,  and  “emotional  bankruptey” 
and  may  be  interpreted  as  an  endogenous 
depression.  It  may  beassoeiated  with  delusions 
and  hallueinations. 

EPIDEMIOLOGY 

The  relatives  of  patients  with  early  onset 
alleetive  disorders,  espeeially  before  the  age  of 
40  years,  are  likely  to  have  a higher  risk  of 
developing  a disease  than  are  relatives  of 
patients  who  beeome  ill  after  the  age  of  40 
years.'  I'he  ineidence  of  recent  parental  death 
is  significantly  higher  in  severely  depressed 
early  onset  depressed  patients  than  one  would 
e.xpect  by  chance.  For  all  depressives  one 
should  be  on  the  lookout  for  a family  history  of 
depression  or  a clinical  picture  of  anxiety 
neurosis,  alcoholism,  or  hysteria,  which  may 
manifest  themselves  as  depression,  but  never  as 
mania.  It  has  been  found  in  many  studies  that 
15  per  cent  of  depressions  are  unprecipitated, 
especially  in  the  severely  depressed.  In  the  case 
of  bipolar  manic  depressives  a family  history  of 
bipolar  illness  or  a history  of  hypersomnia  are 
significant,  while  unipolar  depressives  often 
give  a family  history  of  depression  with 
symptoms  of  hyposomnia  and  a history  of 
weight  loss.  Among  patients  with  depression 
those  in  the  upper  socioeconomic  group  seem 
to  have  a better  prognosis.  Fifteen  per  cent  of 
adults  between  the  ages  of  18  and  74  suffer 
serious  depressions  some  time  in  their  lives. 
Statistics  seem  to  indicate  that  women  have  a 
greater  tendency  toward  depression  than  men 
with  a ratio  of  2 to  I.  World  statistics  show  that 
the  indidence  of  depressive  illness  is  3 to  4 per 
thousand  of  population.  It  has  been 
established  in  numerous  studies  that  manic 
depressive  patients  have  a shortened  life  span, 
even  when  the  effect  of  suicide  is  excluded. - 

NEUROCHEMISTRY  AND  NEUROPHYSIOLOGY 
OF  DEPRESSION 

The  biological  psychiatrist  understands 
depression  as  a genetic  vulnerability  of  the 
central  nervous  system,  which  is  depleted  of 
biogenic  amines  (catecholamines  such  as 
dopamine  and  norepinephrine,  and  the 
indolamines  such  as  serotonin).  More  recently 
implicated  are  cholinergic  dominance  or 
reversible  deficits,  defects,  or  lesions  that  affect 
the  anatomical  or  chemical  integrity  of  the 
reinforcement  system  of  the  diencephalon 
interfering  with  its  ability  to  respond  to 


environmental  stimuli.  IWidence  from 
extensive  animal  pharmacological  research 
suggests  that  the  biogenic  amines  play  an 
important  role  in  modulating  the  function  of 
the  medial  forebrain  bundle  (MFH)  and  the 
periventricular  system  (I’VS),  which  represent 
the  neuroanatomical  components  of  “reward” 
and  “punishment”.-’  Amphetamines  have  been 
lound  to  increase  drive,  motivation,  and 
psychomotor  activity.  Medication  such  as  the 
tricyclic  antidepressants  potentiate  the  action 
of  amphetamines.-’ 

According  to  Stein  MFB  serves  as  a 
“behavior-facilitating”  or  “go”  mechanism  that 
initiates  facilitative  feedback  and  increases  the 
probability  that  the  behavior  will  persist  to 
completion.  The  PVS  antagonizes  the  MFB,  a 
complex  interracting  system  that  exercises 
inhibitory  control  of  “on-going  behavior”. 
Disturbance  in  the  functional  level  of  the 
biogenic  amines  disrupts  the  ability  of  the 
organism  to  experience  pleasure  with  resultant 
impairment  of  the  psychomotor  functions  and 
biological  drives. 

Drugs  such  as  the  tricyclic  antidepressants 
and  the  monoamine  oxidase  inhibitors 
(MAOl)  elevate  the  central  level  of 
catecholamines  and  indolamines  and  thus 
alleviate  depression.  Schildkraut’  links 
behavior  to  brain  chemistry.  4he 
pharmacological  evidence  that  implicated  the 
biogenic  amines  (catecholamines  and 
indolamines)  in  depression  did  not  favor  one 
class  over  another.  For  example,  reserpine  has 
been  found  to  precipitate  depression  in  1 5 to  20 
per  cent  of  hypertensive  patients  by  depleting 
the  brain  of  dopamine,  norepinephrine,  and 
serotonin. 

Two  research  programs^^  have  been 
instituted  to  test  the  catecholamine 
(norepinephrine  and  dopamine)  and 
indolamine  (serotonin)  levels  in  patients.  One 
approach  was  “the  precursor  loading 
technique”  which  consisted  of  administering 
the  precursor  amino  acids  of  the  respective 
biogenic  amines  with  subsequent  observation. 
A more  direct  approach^  was  measurement  of 
the  metabolites  of  these  amines  in  the  brain 
(post-mortem)  and  body  fluids  of  depressed 
patients.  Coppen  et  al,  cited  by  Schildkraut, 
found  the  serotonin  precursor  L-tryptophan  to 
be  an  effective  antidepressant  with  or  without 
MAOL  Klerman  et  aF^  found  L-dopa  to  be 
disappointing  as  an  antidepressant  except  in 
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certain  retarded  depressives.  The  literature^ 
shows  that  L-dopa  used  in  the  treatment  of 
Parkinson  disease  can  cause  depression, 
hypomania,  and  delirium.  L-dopa  raises 
catecholamine  levels,  which  many  account 
for  the  hypomania,  and  lowers  brain 
serotonin,  which  probably  accounts  for  its 
depressive  effect.  Shaw  et  al,  cited  by 
Schildkraut,  reported  subnormal  levels  of 
metabolites  and  normal  levels  oi 
norepinephrine  metabolites  in  the  hindbrain 
of  depressive  suicides.  The  “probenecid  tech- 
nique,” which  selectively  permits  the  cerebro- 
spinal fluid  (CSF)  accumulation  of  central  5- 
hydro.xyindolacetic  acid  (5-HlAA),  lends 
support  to  the  idea  that  serotonin  turnover  is 
decreased  in  depression. 

Bielski  et  aP  reported  low  levels  of  3- 
methoxy-4-hydro.\y-phenylglycol  (MHPG)  in 
the  urine  in  depression,  returning  to  normal 
with  successful  treatnient  with  tricyclic 
antidepressants.  On  the  other  hand  studies  at 
the  National  Institute  of  Mental  Health 
(NIMH)  showed  a correlation  between 
MHPG  and  psychomotor  activity.  Lowered 
levels  of  homovanillic  acid  (HVA),  the 
dopamine  metabolite,  appearing  in  CSF  of 
retarded  depressives  suggests  the 


catecholamines  correlates  with  psychomotor 
function  rather  than  depression. 

There  is  a growing  consensus  concerning 
the  role  of  lowered  serotonin  levels  in  both 
depression  and  mania  and  elevated 
catecholamines  in  the  switch  process  from 
depression  to  mania  (1  able  11).  Prange’s 
“permissive  amine  hypothesis”^  of  affective 
disorders  is  an  elegant  synthesis  of  the 
current  data  on  biogenic  amines  and 
depression,  and  it  states  that  central 
serotonergic  deficiency  may  represent  the 
vulnerability  to  affective  illness,  lowered 
catecholamines  correlating  with  depression 
aaid  increased  catecholamines  with  mania. 

Depression  and  mania  are  viewed  as  a 
continuum  rather  than  as  polar  opposites, 
mania  representing  a more  drastic  deviation 
from  the  normal  mood. 

According  to  Court,  cited  by  Bielski, 
manics  have  more  pronounced  reactions  of 
arousal,  insomnia,  and  anorexia  and 
manifest  an  increase  in  residual  sodium.  The 
manic  phase  usually  preceded  by  a short 
period  of  mild  depression.  Mendelsohn  et  al, 
cited  by  Bielski,  based  on  their  studies  have 
concluded  that  depletion  of  brain 
norepinephrine,  dopamine,  or  serotonin  was 
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Effect  of  Certain  Medications  on  Neurotransmitters 


TRICYCLIC  ANTIDEPRESSANTS: 

amitriptyline  

protriptyline  

imipramine  

desipramine  

nortriptyline  

MONOAMINE  OXIDASE  INHIBITORS: 

tranylcypromine  

phenelzine  

isocarboxzid  

nialamide  

LITHIUM  CARBONATE 

BENZODIAZOPINES: 

diazepam  

oxazepam  

ANTIPSYCHOTICS: 

phenothiazines  

haloperidol  

thiothixene  

molindone  


Serotonin 

Norepinepherine 

Dopamine 

Elevates 

? Slight  Elevation 

No  Effect 

Elevates 

Elevates 

? Slight  Elevation 

Elevates 

Elevates 

? Slight  Elevation 

Slight  Elevation 

Elevates 

? Slight  Elevation 

Elevates 

Elevates 

? Slight  Elevation 

Elevates 

Elevates 

Elevates 

Elevates 

Elevates 

Elevates 

Elevates 

Elevates 

Elevates 

Elevates 

Elevates 

Elevates 

? Elevates  & Decreases?  Elevates  & Decreases 

? Elevates  & Decreases 

Decreases 

? Decreases 

No  Effect 

Decreases 

? Decreases 

No  Effect 

? Slight  Increase 

? Slight  Increase 

Decreases 

? Slight  Increase 

? Slight  Increase 

Decreases 

7 Slight  Increase 

? Slight  Increase 

Decreases 

? Slight  Increase 

? Slight  Increase 

Decreases 
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Effectiveness  of  Certain  Medications  in  Various  Types  of  Depressions 
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not  sufficient  to  account  for  the  clinical 
picture  of  depression.  It  has  been  suggested 
that  along  with  the  chemical  changes  one 
should  consider  the  genetic,  constitutional, 
and  cognitive  states  of  the  patients  and  the 
ability  of  the  individual  to  cope  with  the 
altered  physiological  and  psychomotor  state. 
Central  hyperarousal  is  a prominent 
characteristic  of  both  depression  and  manic 
states.  Coppen  et  al,  cited  by  Schildkraut, 
report  that  states  of  central  arousal  could 
result  in  intraneuronal  sodium  accumulation 
with  consequent  lowering  of  the  resting 
membrane  potential.  Alcohol,  when 
consumed  in  excess  over  a period  of  days, 
causes  autonomic  hyperactivity,  psychomotor 
agitation,  and  insomnia,  which  are  believed 
to  be  caused  by  sodium  retention  in  the 
central  nervous  system  (CNS).  Lithium 
carbonate,  which  replaces  intraneuronal 
sodium,  may  stabilize  the  neuronal 
membrance  and  correct  the  neurophysiologi- 
cal abnormalities.  The  use  of  diuretic- 
antidepressant  combinations  in  alcoholic 
depressives  may  prove  useful. 

Transfer  of  monoamine  neurotransmitters 
across  the  pre-synaptic  membrane  is  in  part 
determined  by  the  distribution  of  electrolytes 
between  the  intraneuronal  and  extraneuronal 
compartments.  An  imbalance  in  the  biogenic 
amines  may  disturb  the  diencephalic 
mechanism  of  reinforcement  with  subsequent 
impaired  mood  and  disturbance  in 
psychomotor  activity,  appetite,  sleep,  and 
libido.  According  to  Hauri,  cited  by  Bielski, 
there  is  a delicate  balance  between  biogenic 
amines,  sleep,  and  depression.  Studies  by 
Vogel  et  al,  cited  by  Bielski,  show  that  rapid 
eye  movement  (REM)  deprivation  either 
pharmocologically  via  tricyclic  antidepres- 
sants, or  mechanically  via  “forced 
awakening”,  or  both,  has  been  correlated 
with  cures  from  depressive  episodes.  A 
potentially  reversible  state  of  hyperarousal 
occurs  which  in  part  may  be  based  on 
disordered  norepinephrine-serotonin 
function,  accumulation  of  intracellular 
sodium,  or  both  co-existing  with  the 
experience  of  frustrating  environment. 

In  summary,  depression  represents  the 
feedback  of  three  sets  of  variables  at 
chemical,  experiential,  and  behavioral  levels 
with  the  diencephalon  as  the  center  of  action. 
According  to  Akiskal  et  aE  four  systems  are 


related:  1)  reinforcement  (MFB-PBS)  system, 
2)  stress  factors  (hypothalamo-pituitary 
systems),  3)  arousal  (reticular  activating 
system),  and  4)  psychomotor  (pyramidal- 
extrapyramidal  system).  All  four  systems  are 
interconnected  in  a complex  feedback 
mechanism.  Studies  by  Janowsky  al  al,  cited 
by  Schildkraut,  hypothesized  that  depression 
may  represent  a shift  in  the  noradrenergic- 
cholinergic  balance  toward  the  cholinergic 
side  or  dominance  of  the  PVS  system 
(cholinergic)  without  any  essential  change  in 
the  MFB  (noradrenergic)  system. 

PHYSIOCHEMICAL  FACTORS  IN  THE 
ETIOLOGY  OF  DEPRESSION 

Genetic  factors  may  permit  changes  in 
biogenic  amines,  or  CNS  intracellular 
sodium,  or  both,  all  of  which  influence,  or 
contribute  to  depressive  affect.  A genetic 
defect  may,  for  example,  affect  the 
presynaptic  membrane  and  cause  interference 
with  electrolytes  or  biogenic  amines  or,  as 
proposed  by  Bunney  et  al,  cited  by 
Schildkraut,  cause  a defect  or  deficiency  in 
the  sodium  ion-potassium  ion  dependent 
adenosine  triphosphatase  (ATPase).  In  the 
studies  of  Mendelsohn  and  of  Frazer,  cited 
by  Baron't^,  it  was  demonstrated  that  the 
erythrocyte  membrane  in  bipolar  depressives 
permits  higher  rates  of  intra-erythrocyte 
lithium  ion  accumulation  than  in  control 
subjects,  suggesting  a membrane  dysfunction 
in  this  disorder.  Akiskal  et  aP  demonstrated 
a “structural  gene  mutation”  that  codes  for  a 
defective  lipoprotein-receptor  complex  on  the 
postsynaptic  membrane  and  further  that  the 
sensitivity  of  this  receptor  to  monoamine 
neurotransmitter  is  dependent  on  thyroid 
hormone.  Prange  et  at,  cited  by  Schildkraut, 
demonstrated  that  the  enhancement  of 
tricyclic  antidepressant  action  by  thyroid 
hormone  is  consistent  with  this  kind  of 
dysfunction.  Akiskal  et  al  further  state  that 
developmental  events  may  sensitize  a patient 
to  depression.  “Negative  cognitive 
schematic,”  early  object  loss,  and  lifelong 
failure  in  controlling  environmental 
reinforcements  may  weaken  the  homeostatic 
mechanism  of  the  diencephalon.  The  end 
result  may  be  vulnerability  to  disappointment 
in  adult  life  and  rapid  development  of 
positive  feedback  loops.  Such  stress  factors 
as  certain  medications  (reserpine),  certain 
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infections,  or  endocrine  conditions  such  as 
hypothyroidism  may  bypass  genetic  and 
developmental  mechanisms  and  induce 
physiochemical  changes  directly.  Numerous 
studies  have  shown  that  reserpine  induced 
depressions  may  require  a genetic 
predisposition.  Klein  et  al,  cited  by 
Schildkraut,  believe  that  the  “final  common 
pathway”,  identified  as  the  diencephalic  field 
ol  action  in  depression,  represents  what  Klein 
termed  “endogenomorphic”  depression, 
which  corresponds  to  genetically  determined 
depression.  Akiskal  et  al,  believe  that  the 
more  severe  depressions  involve  genetic  and 
interpersonal-developmental  events  that  seem 
to  impart  a “special  fragility”  through  the 
diencephalic  mechanism.  In  summary,  in 
depression  the  corte.x,  the  limbic  system,  the 
reticular  activating  system,  the 
hypothalamus,  and  the  endocrines  interact 
especially  via  the  pituitary  by  means  of  the 
neurotransmitters  (catecholamines  and 
indolamines). 

NEURODENDOCRINE  DISTURBANCES 
IN  DEPRESSION 

Prakas,  H et  al,  cited  by  Schildkraut,  say 
that  evidence  supports  neuroendocrine 
dysfunction  as  a factor  in  certain  types  of 
depression  and  that  neuroendocrine 
abnormalities  along  with  such  clinical 
features  of  affective  disorder  as  mood 
changes,  anorexia,  libido  changes  in  levels  of 
aggressiveness,  sleep  pattern,  and  diurnal 
changes  may  reflect  a common  disturbance  in 
brain  biogenic  amines.  Numerous  studies 
have  found  that  lutenizing  hormone  (LH) 
was  decreased  in  menopausal  depressed 
women.  Other  studies  show  that  prolactin 
(PRL)  is  increased  in  certain  endogenous 
depressions.  It  has  also  been  found  that  the 
hypothalmus  inhibits  pituitary  PRL,  which  is 
norepinephrine  mediated,  and  further  that 
there  is  increased  ACTH  and  cortisol  in 
certain  endogenous  refractory  depressions. 

In  each  of  the  studies  by  Prakas  et  al, 
Carroll  et  al,  and  Sachar  et  al,  cited  by 
Schildkraut,  it  was  shown  consistently  that 
plasma  cortisol  and  urinary  17-hydroxy- 
corticosteroid  levels  are  elevated  prior  to 
suicidal  behavior.  These  increases  occurred 
from  days  to  months  prior  to  suicide 
attempts.  It  has  been  found  that  with 
recovery  from  depression  17-hydroxy- 


corticosteroid  excretion  falls,  while  at  the 
same  time  there  is  a drop  in  the  serum 
sodium  level. 

Frohman  et  al,  cited  by  Schildkraut,  found 
that  AC  I H secretion  is  increased  by 
cholinergic  and  serotonin  pathv'ays  and 
decreased  by  dopaminergic  pathways. 

PHARMACOLOGY  OF  CATECHOLAMINE 
SYNAPSES 

Certain  drugs  can  modify  catecholaminer- 
gic  transmission  by  influencing  the  synaptic 
storage  of  the  catecholamine  molecule.  1) 
Alpha  methyl  para  inhibits  tyrosine 
hydroxylase  and  suppresses  the  uptake  of 
tyrosine  into  the  brain  with  consequent 
interference  and  slowing  of  catecholamine 
synthesis.  2)  Reserpine  (Rauwolfia  alkaloid) 
interferes  with  the  synaptic  vesicle  storage 
mechanism  and  depletes  the  central  nervous 
system  (CNS)  of  catecholamines.  3) 
Amphetamines  act  on  catecholamine- 
containing  neurons  to  release  dopamine  or 
norepinephrine  or  to  block  uptake.  4) 
Haloperidol  and  the  phenothiazines  block 
dopamine  receptors.  5)  Guanethidine  inhibits 
the  release  of  catecholamine.  6)  Imipramine 
(Tofranil®)  potentiates  the  effects  of 
intrasynaptic  catecholamines  by  suppressing 
uptake.  7)  MAO  inhibitors  decrease  the 
intraneuronal  destruction  of  both 
catecholamines  and  indolamines.  8)  L-dopa 
administration  alters  the  metabolism  of  brain 
dopamine,  norepinephrine,  and  serotonin. 

Since  catecholaminergic  neurons  make  up 
only  a small  fraction  of  all  the  neurons  in  the 
human  brain,  the  effectiveness  of  these 
medications  is  limited. 

CATECHOLAMINE  METABOLISM 

MHPG  is  a major  metabolite  of  cerebral 
norepinephrine  and  a good  indicator  of  the 
level  of  norepinephrine  in  the  brain.  MHPG 
is  lower  in  depressed  patients  as  compared  to 
controls  and  is  quite  low  in  bipolar  as 
compared  to  unipolar  depressives.  It  is 
further  observed  that  MHPG  changes 
precede  mood  changes  and  therefore  may  be 
a good  predictor  of  clinical  depression  and 
perhaps  a good  means  of  monitoring  tricyclic 
levels  in  the  blood. 

Sodium  retention  is  present  in  depressed 
patients,  while  with  lessening  of  the 
depression  the  sodium  level  tends  to  fall. 
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FACTORS  OF  IMPORTANCE  CONCERNING 
CERTAIN  MEDICATIONS  USED  IN 
TREATMENT  OF  DEPRESSION 

During  lithium  carbonate  administration  it 
is  important  to  check  the  thyroid,  liver,  and 
kidney  functions;  the  serum  electrolytes, 
calcium,  and  phosphorus;  and  the  cardiac 
status  and  electrocardiogram.  If  lithium 
carbonate  is  to  be  combined  with  diuretics,  it 
is  very  important  that  the  sodium  level  be 
checked  at  least  semi-weekly  and  perhaps 
more  often  during  the  hot  season.  Use  of 
potassium-sparing  agents,  such  as 
spironolactone  or  triamterene,  are  preferable 
to  the  thiazide  diuretics.  It  is  important  to 
monitor  the  serum  levels  of  lithium  semi- 
w'eekly  for  the  first  month,  weekly  for  the 
second  month,  semi-monthly  for  the  third 
month,  and  at  least  once  a month  thereafter. 
If  one  combines  this  regime  with  a careful 
clinical  assessment  of  the  mental  status,  toxic 
conditions  will  be  avoided.  Since  lithium 
prolongs  the  neuromuscular  blockade  of 
succinylcholine  or  pancuronium  bromide,  it 
delays  recovery  after  electro-convulsive 
therapy  (ECT)  or  after  surgery. 

Among  the  medications  that  lower  blood 
levels  of  the  tricyclic  antidepressants  are  the 
barbituates  and  chlorahyd  rate.  Any 
substances  that  lower  the  pH  of  the  body, 
such  as  massive  dosage  of  ascorbic  acid  or 
ammonium  chloride,  will  also  lower  the 
levels  of  the  tricyclic  antidepressants. 
Smoking  has  a similar  effect.  The 
benzodiazepine,  such  as  Valium,®  t3  thyroid 
substances,  and  Prolixin®  (fluphenazine), 
neither  raise  nor  lower  the  tricyclic 
antidepressant  blood  levels,  but  Haldol® 
(haloperidol)  and  the  neuroleptics  do  affect 
the  blood  levels  of  tricyclics,  as  do 
Chloromycetin®  and  fenfluramine 
( Pondimin®). 

TREATMENT  AND  MANAGEMENT 
OF  A DEPRESSED  PATIENT 

Estrogens  (in  oral  contraceptives)  enhance 
the  activity  of  the  tricyclic  antidepressants. 
Vitamins  such  as  B6  (pyridoxine)  enhance  or 
increase  the  activity  of  the  tricyclic 
antidepressants.  Amphetamines  have  been 
known  to  potentiate  the  effects  of  the 
tricyclics  and  increase  the  probability  of  an 
adrenergic  crisis.  The  quinidine-like  effects  of 
the  tricyclics  in  high  dosages  may  precipitate 


a cardiac  arrhythmia.  In  certain  cases 
physostigmine  when  admininstered  for 
tricyclic  toxicity  may  cause  a cardiac 
arrhythmia.  Guanethidine  blocks  the  action 
of  the  tricyclic  antidepressants  as  do  many  of 
the  antihypertensive  medications.  Since 
tricyclic  antidepressants  do  not  work  well  in 
hypothyroid  patients,  such  patients  must  be 
brought  to  a euthyroid  state.  On  the  other 
hand,  side-effects  are  more  apt  to  occur  in 
hyperthyroid  patients  who  are  receiving 
antidepressive  medications.  Deaths  from  the 
combinations  of  Romilar®  (dextromethor- 
phan) and  large  doses  of  tricyclic 
antidepressants  have  been  reported. 

The  MAO  inhibitors  are  less  predictable 
than  other  medications.  They  are 
nevertheless  very  popular  in  England,  while 
in  this  country  tricyclic  antidepressants  are 
more  commonly  used  (See  Table  II).  Since 
the  MAO  inhibitors  bind  irreversibly  to  the 
target  enzyme  (MAO),  the  blood  levels  of  the 
drugs  (MAOl)  are  not  related  accurately  to 
the  chemical  response. 

The  exact  mechanism  of  action  of  lithium 
carbonate  on  the  neurons  is  unknown.  It  is 
believed  to  have  an  effect  on  the 
intraneuronal  enzymes,  altering  the  levels  of 
norephinephrine.  dopamine,  and  perhaps 
serotonin,  explaining  its  effectiveness  in  both 
manic  and  depressive  states. 

The  following  medications  have  varying 
degrees  of  effectiveness  in  the  treatment  of 
depression;  1)  tricyclic  antidepressants,  such 
as  amitriptyline  (Elavil®),  desipramine 
(Norpramin®),  protriptyline  (Vivactyl®), 
nortriptyline  (Aventyl®),  and  doxepin 
(Sinequan®);  2)  MAO  inhibitors;  3) 
combinations  of  the  tricyclic  antidepressants 
and  the.  MAO  inhibitors;  4)  lithium 
carbonate;  5)  tricyclics  in  combination  with 
lithium  carbonate;  6)  anti-anxiety 
medications  such  as  the  major  and  minor 
tranquilizers  plus  the  tricyclics;  and  7) 
antipsychotics,  such  as  the  phenothiazines, 
haloperidol  thiothixene,  molindone,  and 
others,  plus  the  tricyclic  antidepressants. 

In  intractable  refractory  types  of 
endogenous  depression  combinations  of  the 
antipsychotic  drugs,  the  tricyclic 
antidepressants,  and  lithium  carbonate  may 
or  may  not  be  useful,  but  the  possibility  of 
anticholinergic  toxicity,  cardiac  arrhythmias, 
and  other  dangerous  side-effects  must  be 
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avoided.  I he  antidepressants  with  usual  daily 
dosage  levels,  which  of  eourse  must  be 
individualized  in  each  patient,  are  listed  in 
fable  II. 

I he  most  commonly  used,  and  perhaps  the 
most  effective  preparations  for  endogenous 
refractory  chemical  types  of  depressions  are 
the  tricyclic  antidepressants.  Ihe  following 
variables  affect  the  clinical  response  to  the 
tricyclics:  1)  the  dosage  of  the  medication,  2) 
the  reliability  of  patients  as  drug  takers,  3)  the 
plasma  levels  achieved,  4)  the  duration  of 
treatment,  5)  the  drug  absorption  rate  from 
the  gastrointestinal  tract  (medications  such  as 
antacids  retard  or  diminish  the  absorption  of 
most  drugs,  especially  the  benzodiazapines, 
by  as  much  as  50  per  cent),  6)  the  rate  of 
tissue  distribution,  7)  the  rate  of  metabolism 
of  the  drug  and  detoxification  in  the  liver,  8) 
the  rate  of  renal  excretion,  and  9)  the 
“therapeutic  window”  (the  blood  level  of 
medication  below  which  there  is  no  response 
and  above  which  toxicity  occurs). 

According  to  Meltzer  et  al"  dopamine- 
beta-hydroxylase  (DBH)  is  identified  as  the 
enzyme  that  catalyzes  the  conversion  of 
dopamine  to  norepinephrine.  DBH  is 
localized  in  cell  bodies,  in  axons  in  the 
endings  of  sympathetic  nerves,  in  chromaffin 
granules  of  the  adrenal  medulla,  and  in  the 
noradrenergic  neurons  of  the  brain.  Meltzer 
further  emphasizes  the  potential  importance 
of  stress  on  the  level  of  the  enzymes  that 
synthesize  monoamine  in  psychiatric 
patients,  specifically  in  depressive  states.  It  is 
therefore  important  and  certainly  interesting 
to  determine  serum  DBH  activity  in  these 
patients  in  order  to  ascertain  whether  it 
represents  a peripheral  measure  of 
sympathetic  activity,  whether  it  is  stress- 
responsive,  and  whether  it  fluctuates  over  a 
long  period  of  time. 

The  use  of  tricyclic  antidepressants  is 
especially  useful  in  endogenous  depressions 
and  beneficial  in  unipolar  depressions  where 
there  is  no  mania  or  hypomanic  history. 
They  are  also  useful  in  patients  who  have 
vegetative  symptoms  such  as  anorexia, 
weight  loss,  insomnia,  retarded  psychomotor 
activity,  and  diminished  ability  to  experience 
pleasure.  Unfavorable  responses  to  tricyclic 
antidepressants  are  usually  found  in  the 
reactive  depressive  neurotic  group,  although 
in  some  of  these  cases  a trial  of  tricyclics  is 


necessary,  (ienerally  speaking  negative 
results  follow  in  the  presence  of  a neurosis  or 
an  identifiable  precipitant  of  the  depression, 
hypochondriasis,  or  hysterical  personality 
disorders.  Certain  types  of  recurrent 
depressives  respond  less  favorably  to  tricyclic 
antidepressants,  but  usually  respond  better  to 
lithium  carbonate.  There  are  certain  types  of 
refractory  endogenous  depressives,  who  do 
not  respond  to  tricyclic  antidepressants,  but 
do  respond  to  lithium  carbonate.  Certain 
pretreatment  tests  which  may  predict  tricyclic 
response  include  MHPG.  It  has  been  found 
in  numerous  studies  that  depressed  patients 
with  a low  MHPG  level  respond  better  to 
imipramine  (Tofranil®)  than  to  amitriptyline 
(Elavil®).  Patients  with  a normal  or  high 
MHPG  level  usually  respond  better  to 
amitriptyline  than  to  imipramine. 

According  to  Mendels  et  al,  cited  by 
Baron,  predicting  a response  to  lithium 
carbonate  is  difficult,  but  seems  to  be  more 
successful  in  certain  types  of  refractory 
atypical  endogenous  depressions,  certain 
types  of  bipolar  illness,  and  certain  types  of 
endogenous  depressions  associated  with 
symptom  patterns  that  have  physiological 
variables. 

Kupfer  et  al'-  report  that  unipolar 
endogenous  depressives  who  respond  to 
lithium  carbonate  differ  from  those  who 
respond  to  tricyclic  antidepressants  in  1) 
lability  of  mood,  2)  a history  of  multiple 
hospitalizations,  3)  a family  history  of 
depressives,  and  4)  a family  history  of 
emotional  bankruptcy. Certain  types  of 
bipolar  depressives  who  have  a history  of 
hypersomnia  or  a greater  tendency  to  gain 
weight  than  is  usual  in  unipolar  depression 
respond  better  to  lithium  carbonate.  On  the 
other  hand,  certain  types  of  atypical  unipolar 
depressives  respond  better  to  tricyclic 
antidepressants  if  they  have  a family  history 
of  unipolar  illness,  have  symptoms  of 
hyposomnia,  and  experience  weight  loss 
rather  than  weight  gain.  According  to 
Mendels  et  al  certain  endogenous  refractory 
atypical  depressions  do  well  on  combinations 
of  lithium  carbonate  and  tricyclic 
antidepressants.  It  has  been  his  experience 
that,  if  the  average  serum  lithium  level  is  kept 
between  0.8  and  1.4mEq/L,  a better 
therapeutic  result  is  achieved.  They  further 
believe  that  once  lithium  carbonate  is  proven 
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to  be  effective  it  should  be  administered 
indefinitely.  In  each  of  the  studies  by  West 
and  by  Dally,  both  cited  by  Schildkraut, 
MAOI  have  been  found  to  be  useful  and  very 
therapeutic  in  atypical  endogenous 
depressives. 

Tricyclic  antidepressants  may  be  useful  in 
reactional  depressions  where  situational 
losses  lead  to  depressions.^  Examples  are 
marital  discord  with  potency  and  dependency 
needs;  situations  where  there  is  loss  of  self- 
esteem or  loss  of  status  as  in  such  job  situa- 
tions as  loss  of  positions,  and  demotions; 
or  situations  where  there  is  inability  or 
difficulty  in  handling  success. 

Raskin  et  al,  cited  by  Klerman^^  found 
that  imipramine  (Tofranil®)  was  superior  to 
chlorpromazine  (Thorazine®)  for  psychotic 
depressives.  Chlorpromazine  and 
thioridazine  (Mellaril®)  were  found  to  be 
useful  in  the  treatment  of  agitation  in  these 
patients.  If  a patient  is  agitated  and 
depressed,  a combination  of  thioridazine  and 
tricyclic  antidepressants  may  be  very  useful. 
If  the  patient  is  not  anxious  or  agitated  but 
has  markedly  reduced  psychomotor  activity 
with  deep  depression,  tricyclic  antidepres- 
sants are  indicated  in  doses  up  to  300  to  400 
mg  in  a 24  hour  period,  with  close  attention 
to  anticholinergic  side-effects  and  the 
possible  development  of  cardiac  arrhythmias, 
especially  in  the  elderly.  In  refractory 
depressions  lithium  carbonate  and  tricyclic 
antidepressants  in  combination  are  useful.  In 
certain  types  of  manic  episodes  lithium 
carbonate  preceded  by  phenothiazines  can  be 
very  helpful. 

Mendels  et  al,  cited  by  Klerman^''  found  a 
single  nighttime  dose  of  desipramine  to  be  as 
effective  as  daily  divided  dosages  with  more 
reliability  of  patient  participation  and  fewer 
dropouts,  from  therapy.  According  to  these 
researchers  when  divided-dose  patients  who 
were  dropouts  were  compared  with  divided 
dose  patients  who  completed  their  treatment, 
the  dropouts  were  found  to  be  older  and 
lighter  in  weight,  and  had  a lower  diastolic 
blood  pressure.  It  was  theorized  that  the 
latter  patients  might  have  been  more  sensitive 
to  the  cholinergic  adverse  effects  of  the  drug, 
which  emphasizes  the  importance  of  reduced 
dosage  in  lighter  weight  and  older  patients. 
There  was  no  reduction  in  insomnia  in 
patients  on  a divided  dose  versus  those  who 


took  their  medication  (such  as  desipramine) 
at  bedtime.  This  caused  Mendels  to  conclude 
that  the  stimulant  effect  of  desipramine  has 
an  apparently  negligible  effect  on  insomnia. 

Post  et  aP'^  in  their  studies  on  the  effects  of 
sleep  on  depressed  patients,  found  that  the 
amine  metabolites  (5HIAA  and  HVA)  were 
not  substantially  affected  by  sleep 
deprivation,  but  that  the  MHPG  level  was 
significantly  changed  as  was  the  clinical 
picture  of  the  depression.  They  concluded 
that  sleep  deprivation  produces  short-term 
improvement  in  a selected  group  of  severely 
depressed  patients,  which  apparently  has  to 
do  with  shifting  of  brain  catecholamine 
levels,  especially  norepinephrine. 

SUMMARY 

Depression  is  a complex  disorder  involving 
the  total  person.  The  management  of 
endogenous  depression  is  facilitated  by  the 
judicious  use  of  antidepressant  drugs.  Some 
guidelines  in  the  medical  management  of 
depression  are: 

1.  Control  symptoms  rapidly  and  safely 
and  thus  reduce  hospital  stay  and  personal 
discomfort. 

2.  Initiate  a single  dose  regime,  if  possible, 
for  the  convenience  of  the  patient  and  to 
increase  the  reliability  of  compliance. 

3.  Accelerate  the  dosage  rapidly  if 
necessary  to  produce  safe,  satisfactory 
results. 

4.  A low  maintenance  dosage  is  desirable 
to  avoid  untoward  sedation,  overstimulation, 
and  anticholinergic  and  cardiovascular  side- 
effects. 

5.  Good  clinical  indications  and  the 
support  of  consultation  are  necessary. 

6.  Avoid  pre-toxic  and  toxic  side-effects. 

7.  Avoid  lithium  toxicity,  intoxication,  or 
poisoning,  especially  if  lithium  carbonate  is 
used  in  conjunction  with  diuretic-containing 
antihypertensives. 

8.  The  cooperation  of  a close  relative  or 
friend  to  help  monitor  or  at  least  give 
adequate  information  on  the  patient’s 
reliability  of  medication  taking  is  useful. 

Psychotherapy  and  medication  should  be 
combined  with  a view  to  prevention  of 
further  depressions.  In  pursuit  of  this  goal 
the  following  measures  are  relevant: 
identification  of  the  causes  of  depression 
where  possible,  alteration  of  maladaptive 


Depression  And  Its  Treatment 


67 


styles,  exploration  lor  origins  of  the 
depression,  modification  of  personality  style 
where  indicated,  and  reappraisal  of  life-style. 
Adequate  rest,  recreation  and  whatever  else 
makes  sense  should  be  part  ol  the  therapeutic 
regime. 
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Pharmacology  Treatment  In  Drug  Abuse 


Management  Of  Drug-Abuse  Patients  Re- 
quires An  Understanding  Of  The  Pharma- 
cology Of  The  Drugs 


By  Demmie  G.  Mayfield,  M.D. 

Robert  G.  M.  Johnston,  M.D.,  M.P.H. 


Though  all  drugs  are  subject  to  misuse  and 
can  lead  to  deleterious  effects,  the  term  “drug 
abuse”  is  reserved  for  the  self-administration 
of  drugs  which  primarily  affect  the  central 
nervous  system.  Drug  abuse  is  the  result  of 
the  interaction  of  a variety  of  cultural,  social, 
psychodynamic,  and  behavioral  factors,  and 
the  part  each  factor  plays  differs  from 
individual  to  individual.  Common  to  all  drug 
abuse  states  are  certain  pharmacological 
effects  which  play  a major  role  in  the 
inception,  perpetuation  and  withdrawal  from 
the  patterns  of  excessive  use  of  drugs  of 
dependence. 

Management  of  drug-abuse  patients 
requires  an  understanding  of  the 
pharmacology  of  the  drugs  of  abuse  and 
similar  drugs  used  to  treat  them.  Since 
pharmacological  techniques  are  such  an 
important  part  of  the  management  of  patients 
with  alcohol,  CNS  depressant,  and  opiate 
drug  abuse  problems,  we  feel  that  a review 
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focussing  on  this  aspect  of  treatment  is 
valuable. 

Because  the  same  basic  pharmacological 
principles  apply  to  each  of  these  groups,  it  is 
useful  to  review  them  together. 

This  review  is  not  meant  to  be  a guide  to  the 
comprehensive  management  of  the  drug 
abusing  patient.  Since  our  focus  is  on  the 
pharmacological  aspects  we  have  omitted 
most  of  the  medical  and  psychosocial 
techniques  which  are  also  essential  to  the 
proper  management  of  these  problems. 

ALCOHOL 

Acute  Intoxication.  The  concomitants  of 
acute  intoxication  are  well  known  and  easily 
recognized.  They  include  thick,  slurred 
speech,  nystagmus,  ataxic  gait,  and  also 
psychological  changes  involving  a general 
sluggishness  of  thought  as  shown  by  slowed 
speech,  poor  concentration  and  memory, 
faulty  judgment,  and  narrowed  range  of 
attention.  There  may  be  emotional  lability, 
the  subject  laughing  or  crying  easily, 
irritability,  hostility,  paranoia,  or  even 
suicidal  tendencies.  In  severe  poisoning  the 
patient  will  become  comatose  with  depressed 
respiration. 

When  treating  the  severely  intoxicated 
patient,  it  must  always  be  remembered  that 
the  patient  may  have  consumed  other  central 
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nervous  system  depressants  in  addition  to 
aleohol  and  that  these  will  make  the  clinical 
course  much  less  predictable.  In  severe  cases 
of  poisoning  it  may  be  necessary  to  intubate 
the  patient  and  admit  to  an  Intensive  Care 
Unit.  The  only  way  actively  to  reverse  the 
poisoning  is  by  hemodialysis.  1 he  use  of 
fructose  is  not  clinically  practical. 

More  commonly  the  physician  is  faced  with 
a conscious  but  disruptive  patient.  I here  is  a 
great  temptation  to  try  and  sedate  the  patient 
with  psychopharmacological  agents.  In 
general,  this  is  to  be  diseouraged.  Sedative 
hypnotics  (such  as  the  barbiturates,  chloral 
hydrate,  and  the  benzodiazepines)  may 
accentuate  the  disruptive  behavior  and  may 
rapidly  precipitate  respiratory  arrest. 
Phenothiazines  may  produce  unpredictable 
cardiovascular  effects  and  precipitate  severe 
coma.  If  the  patient  is  displaying  such 
destructive  behavior  that  there  seems  to  be  no 
alternative  to  pharmacological  intervention, 
then  probably  the  safest  drug  to  use  is 
Haldol®  ( ha  loperidol ) 2-3  mg 

intramuscularly  (IM).  The  patient  should,  of 
course,  be  observed  elosely  and  at  regular 
intervals  to  guard  against  any  change  in  vital 
signs.  The  dose  may  be  repeated  at  30  minute 
intervals  if  the  behavior  demands  it. 

Alcohol  Withdrawal;  The  withdrawal 
syndrome  is  a manifestation  of  the  rebound 
neuronal  hyperactivity  and  hyperexcitability 
resulting  from  the  abrupt  reduction  of  a level 
of  alcohol  to  which  the  central  nervous  system 
had  adapted.  The  simple  withdrawal 
syndrome  from  alcohol  varies  from 
tremulousness,  insomnia,  headaehe,  sweating, 
nausea,  and  increased  pulse  rate  and  blood 
pressure  in  mild  cases  to  musele  twitehing, 
eramps,  vomiting  or  dry  heaves,  diarrhea,  and 
agitation  in  more  severe  cases.  In  the  most 
severe  cases  the  patient  may  develop  the  full- 
blown pieture  of  delirium  tremens  (DT), 
characterized  by  extreme  agitation, 
hallueinations,  and  delusions  possibly  leading 
to  hyperpyrexia  and  death.  The  patient  may 
also  suffer  from  eonvulsions. 

DT’s  most  commonly  appears  two  to  three 
days  after  the  patient  has  stopped  drinking. 
However,  it  may  oeeur  while  the  patient  is  still 
intoxieated  and  up  to  three  weeks  after 
stopping  drinking.  In  response  to  his 
terrifying  misperceptions  the  patient  may 
suddenly  aet  in  a way  that  is  dangerous  to 


himsell  or  others.  Seizures  may  oecur  at  any 
time  up  to  ten  days  after  stopping  drinking 
and  may  progress  into  status  epilepticus. 

Ihe  aim  of  treatment  is  to  provide  a 
gradual  withdrawal  from  the  depressant 
effects  of  alcohol.  This  can  be  aehieved  by  a 
drug  that  has  a elose  cross-tolerance  with 
aleohol  and  a long  and  slowly  dissipated 
depressant  action.  Librium®  (chlordiazepox- 
ide)  has  these  properties.  It  also  possesses 
substantial  anticonvulsant  properties  and  is 
safe  and  relatively  free  of  objectional  side- 
effects. 

The  aim  of  therapy  is  to  aehieve  stabilization 
(suppression  of  withdrawal  symptoms)  with 
Librium®  and  then  progressively  withdraw 
the  drug.  Librium®  should  be  given  by 
mouth  unless  uneooperativeness  or  a 
gastrointestinal  disturbance  neeessitate  the 
use  of  intravenous  (IV)  medication.  Intramus- 
cular Librium®  is  not  recommended  sinee  the 
rate  of  absorption  is  unpredictable.^  Curiously 
administration  of  Librium®  does  not  offer  a 
more  rapid  onset  of  action  than  the  oral  route. 

The  following  is  a guide  for  the  use  of 
Librium®  in  the  withdrawal  from  alcohol: 

1.  If  the  patient  shows  obvious  signs  of 
intoxication,  wait  for  these  to  clear  before 
starting  drug  treatment. 

2.  If  the  possibility  of  development  of  a 
withdrawal  syndrome  is  eonsidered  but 
withdrawal  signs  are  not  present,  wait  until 
withdrawal  signs  appear  before  starting 
treatment. 

3.  It  withdrawal  signs  are  not  present  but 
a withdrawal  syndrome  is  eonsidered  highly 
probable,  start  Librium®  at  25  mg  every  6 
hours.  If  withdrawal  signs  do  not  appear  in  24 
hours,  reduce  and  diseontinue  Librium®  over 
two  days.  If  withdrawal  signs  appear,  increase 
Librium®  to  50  mg  every  6 hours,  and,  after 
stabilization  for  24  hours,  reduee  and  dis- 
continue Librium®  over  2 to  4 days. 

4.  If  withdrawal  signs  are  present,  start 
Librium®  at  40  mg  every  6 hours  and 
continue  or  inerease  dosage  until 
stabilization.  After  the  patient  is  stabilized  for 
24  to  36  hours,  reduee  and  discontinue 
Librium®  over  2 to  4 days. 

5.  If  the  patient  is  manifesting  delirium 
tremens,  give  Librium®  50-200  mg  every  6 
hours  to  achieve  sedation  suffieient  to  induee 
sleep,  but  also  allow  patient  to  be  awakened. 
Maintain  dosage  until  delirium  has  eleared 
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and  then  reduce  and  discontinue  Librium® 
over  5-7  days,  the  rate  of  reduction  depending 
upon  stabilizing  dose  and  reappearance  of 
withdrawal  signs.  A satisfactory  schedule  of 
reduction  of  Librium®  is  the  elimination  of 
one  dose  and  halving  each  dose  on  alternate 
days:  eg,  lOOmg  every  6 hours,  100  mg  every  8 
hours,  50  mg  every  8 hours,  50  mg  every  12 
hours,  25  mg  every  12  hours,  25  mg  at  hour  of 
sleep  then  discontinue.  Unlike  the  simple 
'[  withdrawal  syndrome,  delirium  tremens  may 
not  be  easily  reversible  and  may  last  up  to  six 
days  even  with  optimal  therapy. 

Experience  may  allow  for  variations  in  the 
above  regime.  However,  it  is  suggested  that 
this  regime  should  be  adhered  to  until 
experience  has  been  gained. 

The  adequate  use  of  Librium®  should 
prevent  the  occurrence  of  seizures  during 
t withdrawal.  Prior  to  stabilization  on 
|1  Librium®  seizures  may  occur.  If  a solitary 
seizure  does  occur,  this  does  not  require 
/ special  treatment.  If  status  epilepticus 
develops,  it  should  be  controlled  with  IV 
! Valium®  (diazepam)  5-10  mg  IV  at  the  rate 
of  5 mg  per  minute.  This  may  be  repeated  if 
necessary  at  10-15  minute  intervals  to  a total 
1,  dose  of  30  mg.  Dilantin®  (diphenylhydan- 
! toin)  IS  of  limited  effectiveness  in  the 
j prevention  or  treatment  of  withdrawal 
seizures. 5 However,  Dilantin®  is  reported  to 
.j  have  reduced  the  tremulousness  of  the 
• I withdrawal  syndrome. 

1 Long-Term  Treatment.  With  the 
I exception  of  Antabuse®  (disulfiram) 

I pharmacological  agents  have  only  an  indirect 
1 role  to  play  in  maintaining  the  long-term 
, abstinence  of  the  alcoholic.  It  must  be 
; remembered  that  the  alcoholic  has  already 
j demonstrated  a propensity  for  addiction,  and 
: care  must  be  taken  that  he  is  not  readdicted  to 
1 tranquilizers.  The  prescription  of  tranquilizers 
, tends  to  reinforce  the  attempt  to  seek 
i pharmacological  solutions  to  nonpharmacol- 
j ogical  problems. 

I Although  the  immediate  withdrawal  period 
lasts  only  about  one  week,  a number  of 
patients  continue  to  complain  about  sleep 
! difficulty  or  “shakiness”.  In  this  minority  of 
patients  small  quantities  of  benzodiazepines 
may  be  cautiously  prescribed  for  a strictly 
limited  period  (eg.  Librium®  10  mg,  three 
times  daily  as  necessary  for  one  week). 

The  small  group  of  patients  who  show  clear 
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evidence  of  other  psychiatric  disorders  should 
be  treated  with  the  appropriate 
pharmacotherapy.  The  mere  presence  of 
excessive  drinking  is  not  indicative  of  another 
psychiatric  syndrome  and  does  not  constitute 
an  indication  for  the  use  of  psychotropic 
agents. 

Antabuse®  does  have  a specific  role  in  the 
maintenance  treatment  of  those  well- 
motivated  patients  who  nonetheless  have 
failed  to  remain  abstinent,  particularly  if 
their  failures  have  been  of  an  impulsive 
nature.  Antabuse®  interferes  with  the  action 
of  a number  of  enzyme  systems  including 
those  which  breakdown  acetaldehyde,  the 
first  metabolite  of  alcohol.  When  alcohol  is 
consumed,  the  combined  effect  of  these 
enzyme  disruptions  causes  a serious  reaction 
involving  flushing  of  face  and  neck, 
tachycardia  and  then  headache,  dyspnea, 
dizziness,  chest  pain,  nausea,  and  vomiting. 
The  reaction  begins  about  15  minutes  after 
drinking  alcohol  and  its  unpleasantness 
discourages  further  alcohol  intake.  Given  the 
severity  of  the  reaction  the  patient  should  be 
kept  under  close  medical  supervision.  The 
most  important  medical  contraindication  to 
the  use  of  Antabuse®  is  significant 
cardiovascular  disease.  If  Antabuse®  is 
prescribed  the  patient  should  have  abstained 
for  at  least  24  hours.  A loading  dose  of 
Antabuse. ®500  mg  daily,  is  given  for  5 days 
during  which  time  the  drug  may  not  be 
effective.  The  patient  is  then  maintained  on  a 
daily  dose  of  between  125  - 500  mg.  The  drug 
remains  effective  24  - 48  hours  after  the  final 
dose.  There  is  no  evidence  that  a 
demonstration  of  the  alcohol  Antabuse® 
reaction  is  more  effective  in  promoting 
patient  compliance  than  is  a graphic 
description  of  the  reaction. 

CNS  DEPRESSANTS 

This  is  a large  and  growing  group  of  drugs 
prescribed  for  inducing  sleep,  producing 
sedation,  or  reducing  anxiety.  These  drugs 
are  all  included  in  the  FDA  Controlled 
Substances  Act  Schedule  11,  HI,  and  IV-^  with 
their  potency  as  habituating  and  addicting 
drugs  decreasing  as  one  descends  the 
schedule.  Schedule  11  includes  short-acting 
barbiturates  prescribed  as  hypnotics  and 
some  non-barbiturate  hypnotics  (ee. 
Quaalude®  (methaqualone).  In  Schedule  HI 
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are  most  of  the  other  sleeping  pills,  including 
the  newer  non-barbiturate  hypnotics  (eg, 
Doridcn®  (glutethimide).  Schedule  IV 
includes  the  ben/odia/cpines  (Valium,® 
librium,®  Dalmane®  (llurazepam), 
Equanil®  (meprobamate),  long-acting 
barbiturates  (phenobarbital,  mephobarbital), 
and  chloral  hydrate. 

These  drugs  lower  the  level  of  arousal  and 
thus  produce  sedation  and  eventually  sleep. 
They  produce  intoxication  resembling  that 
seen  with  alcohol.  Similar  to  alcohol,  they 
have  appeal  as  recreational  drugs,  and 
certain  individuals  seek  out  the  intoxicating 
experience  and  become  habituated  to  their 
use.  The  central  nervous  system,  will,  if 
exposed  to  any  of  these  drugs  on  a continous 
basis,  develop  tolerance  to  the  effects,  so  that 
the  patient  will  require  an  increase  in  dose  to 
obtain  the  same  effect.  This  induced 
tolerance  is  also  manifest  as  dependence  so 
that  any  decrease  in  the  accustomed  dose 
brings  on  symptoms  which  are  the  opposite 
of  the  drug  effect,  ie,  the  symptoms  the  drug 
was  prescribed  for  originally,  plus  a number 
of  additional  ones.  If  the  build-up  in  dosage 
has  been  large  and  the  decrease  abrupt 
enough,  this  wilt  be  manifest  in  the  typical 
withdrawal  syndrome  as  described  for 
alcohol.  The  withdrawal  syndrome  emerging 
after  sedative-hypnotic  dependehce  differs 
from  that  seen  with  alcohol  only  in  that  it  is 
apt  to  be  more  intense  and  more  life- 
threatening. 

Certain  drugs  prescribed  as  hypnotics, 
sedatives,  or  tranquilizers  are  not  included  in 
the  controlled  substances  schedule  and  do 
not  share  the  habituating-addicting 
properties  of  those  which  are.  Thus,  excluded 
are  the  phenothiazines,  sedative- 
antihistaminics  (Atarax®  [hydoxizine], 
Phenergan®  [promethazine],  Benadryl® 
[diphendydramine],  and  sedative  anti- 
depressants). It  is  for  this  reason  that 
these  drugs  are  often  preferred  for  use  in  the 
treatment  of  insomnia  and  anxiety. 

Acute  Intoxication.  A patient  who 
presents  a behavioral  management  problem 
in  association  with  intoxication  with 
sedative-hypnotics  presents  the  same  problem 
as  those  encountered  in  the  alcohol 
intoxicated  patient,  plus  the  greater 
likelihood  that  he  may  have  also  taken  a 
variety  of  other  drugs,  such  as  hallucinogens 


and  stimulants  making  pharmacological 
treatment  even  more  of  a gamble. 

treatment  of  overdo.se  with  central 
nervous  system  (CNS)  depressants  is  not 
primarily  a pharmacological  matter.  Ihe 
patient  should  be  treated  with  appropriate 
medical  supportive  measures  as  are  available 
in  an  Intensive  Care  Unit.  Analeptic  drugs  to 
reverse  coma  are  of  little  benefit  and  often 
complicate  the  picture. 

Pharmacological  measures  are  of  most 
value  in  promoting  more  rapid  elimination  of 
the  drug.  For  long-acting  barbiturates 
(phenobarbital)  a great  deal  can  be 
accomplished  by  alkalinizing  the  urine  and 
promoting  diuresis.  To  alkalinize  the  urine  in 
a phenobarbital  overdosed  patient,  give 
sodium  bicarbonate  7.5  per  cent,  50  ml 
ampule  intravenously.  Alkalinization  can  be 
further  increased  by  also  giving  Diamox® 
(acetacolamide)  250  mg  IV  every  six  hours. 
Diuresis  can  be  promoted  by  an  osmotic 
diuretic  such  as  Mannitol®  25  per  cent,  100- 
150  mg  IV  or  by  Lasix®  (furosemide)  40  mg 
IV  every  4 to  6 hours.  The  excretion  of 
phenobarbital  can  be  increased  by  as  much 
as  300  per  cent  by  these  measures. 

Phenobarbital  can  also  be  eliminated 
rapidly  by  peritoneal  dialysis  or 
hemodialysis.  Short-acting  barbiturate  levels 
are  not  effected  by  alteration  in  renal 
excretion  leaving  hemodialysis  as  the  only 
method  of  rapidly  removing  the  drug. 

Withdrawal.  To  avoid  the  emergence  of  a 
serious  withdrawal  syndrome,  the  dosage  of  a 
drug  producing  dependence  must  be  reduced 
slowly.  If  the  drug  and  dosage  is  known,  then 
the  patient  should  be  withdrawn  by 
decreasing  the  dosage  at  the  rate  of  10  per  cent 
a day,  ie  Seconal®  (secobarbital)  dependent 
patients  should  be  withdrawn  by  administering 
Seconal®  in  reducing  doses,  Doriden®  by 
Doriden®  withdrawal,  and  so  on. 

If  the  patient  has  been  taking  a mixture  of 
drugs  or  an  unknown  drug,  withdrawal 
should  be  carried  out  using  a single  standard 
drug  with  wide  cross  tolerance,  eg. 
Nembutal®  (pentobarbital).  Since  a re- 
liable account  of  the  amount  of  abuse  is 
rarely  available  and  often  the  pattern  of  use 
is  ingestion  of  a variety  of  “downers”,  with- 
drawal is  usually  undertaken  after  a diag- 
nostic test.^ 

If  a patient  presents  with  no  evidence  of  a 
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1 withdrawal  syndrome  but  there  is  reason  to 
suspect  that  he  has  been  ingesting  large 
amounts  of  CNS  depressants  and  may  be  a 
candidate  for  a withdrawal  syndrome  if 
i deprived  of  his  intake,  the  following 

diagnostic  test  should  be  performed.  Give 
pentobarbital  200  mg  by  mouth  on  an  empty 
I stomach  (100  mg  may  be  used  for  elderly  or 
I debilitated  patients).  Have  the  patient  recline 
£ for  one  hour,  then  evaluate  for  signs  of 
! intoxication  (positive  Romberg  sign,  gait 
||  ataxia,  finger  to  nose  incoordination, 

j nystagmus,  slurred  speech,  drowsiness).  The 
j appearance  of  intoxication  is  presumptive 
■ evidence  that  drug  tolerance  is  not  present 

I and  that  there  is  little  reason  to  anticipate  a 

i withdrawal  syndrome  if  the  patient  is  not 
! treated.  If  there  is  some  evidence  of 
li  intoxication  and  the  suspicion  of  drug  abuse 
h is  great  enough,  the  test  can  be  extended  by 
i!  following  the  initial  test  dose  with 
I j pentobarbital  100  mg.  every  six  hours  for  24 
hours.  If  withdrawal  signs  do  not  appear  (or 
■!i  intoxication  increases)  this  may  be 
I interpreted  as  definite  evidence  that  tolerance 

[I  is  not  present. 

1 

i If  the  patient  presents  with  signs  of 
intoxication  from  CNS  depressants,  one 
; : should  suspect  that  he  is  a chronic  abuser 

rl  who  has  developed  dependence,  but  has 

|!  exceeded  his  tolerance  dose.  Wait  for  the 
I'  intoxication  to  clear  completely,  then 
r promptly  pursue  the  definitive  test 
I procedure,  since  there  is  very  strong  evidence 
I that  the  patient  is  a drug  abuser. 

' j It  is  important  to  keep  in  mind  that  this 
||  pentobarbital  test  is  valid  only  when  applied 
It  to  a patient  who  is  asymptomatic.  The  test  is 
1 not  useful  for  making  the  distinction  between 
)\  drug  withdrawal  and  disordered  behavior 
j'  due  to  some  other  cause  (mania, 
sehizophrenia,  organic  brain  syndrome).  A 
, f patient  who  is  hyperactive  due  to  another 
]'  psychiatric  syndrome  may  also  be  relatively 
refractory  to  the  sedative  effects  of 
li  barbiturates.  The  administration  of 
I'l  barbiturates  in  these  cases  is  apt  to  be 
■ p I ineffective  or  may  even  increase  the  disturbed 
1'!  behavior.  The  administration  of  repeated 
: doses  in  an  attempt  to  control  disordered 

behavior  is  apt  to  result  in  precipitous 
■IV  overdose. 

; If  a valid  test  procedure  indicates  induced 
i tolerance  to  CNS  depressants,  withdrawal 

! 


treatment  should  be  instituted.  The  patient 
should  be  hospitalized  throughout  the  course 
of  withdrawal.  The  aim  of  treatment  is  to 
achieve  stabilization  (suppression  of 
withdrawal  signs)  and  then  to  start  a slow 
reduction  of  dosage. 

Give  pentobarbital  by  mouth  (or 
intramuscularly  if  necessary)  200  - 400  mg 
every  6 hours  to  produce  mild  intoxication. 
When  the  stabilization  dose  is  established, 
continue  for  two  days  and  then  start  a slow 
withdrawal.  As  a general  rule  pentobarbital 
is  reduced  daily  by  no  more  than  10  per  cent 
of  the  established  daily  intake  necessary  to 
produce  a mild  degree  of  intoxication. 
Pentobarbital  is  reduced  by  no  more  than 
100  mg  a day.  If  more  than  the  mildest  minor 
withdrawal  signs  appear,  the  reduction 
schedule  is  suspended  until  these  signs 
subside,  after  which  the  schedule  is  resumed 
or  continued  at  50  mg  a day.  If  delirium  is 
present,  the  patient  is  sedated  with 
pentobarbital  at  4 to  6 hour  intervals  in 
whatever  amounts  are  necessary  to  suppress 
agitation,  insomnia  and  hyperpyrexia.  This 
condition  is  not  easily  reversible,  and 
vigorous  treatment  may  have  to  be  continued 
for  3-5  days. 

Pentobarbital  is  commonly  used  for 
general  CNS  depressant  withdrawal  because  it 
has  close  cross  tolerance  to  a wide  range  of 
abused  CNS  depressant  drugs,  has  onset  and 
duration  of  action  which  permit  fine  control 
of  drug  level,  and  because  experience  has 
been  gained  with  its  use  for  this  purpose. 
Phenobarbital  has  properties  which  would 
appear  to  make  it  preferable.  It  offers  more 
anticonvulsant  action  and  has  the  advantage 
of  a long-aqting  slowly-dissipated  depressant 
effect.  Phenobarbital,  however,  has  not  been 
used  for  withdrawal  commonly  enough  to 
establish  the  standardized  guidelines  which 
are  available  for  pentobarbital. 

Long  Term  Management.  Pharmacologi- 
cal treatment  is  not  part  of  the  long-term 
management  of  CNS  depressant  drug 
abusers.  The  principle  aim  is  to  avoid 
prescribing  drugs  with  habituation  and 
addiction  potential  and  to  discourage  drug- 
seeking behavior.  When  sedative  drugs  seem 
necessary,  it  is  best  to  prescribe  a drug  in  the 
phenothiazine  or  sedative  antihistaminic 
class,  rather  than  any  of  the  drugs  in  FDA 
Schedule  II,  HI  or  IV. 
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NARCOTICS 

This  group  includes  the  natural  alkaloids 
of  opium  (morphine,  codeine,  panlopium), 
synthetic  derivatives  ol  morphine  (heroin, 
Dilaudid®  [dihydromorphone],  Numorphan® 
[oxymorphone]),  and  the  synthetic  opiates 
with  morphine-like  action  (Demerol® 
[meperidine],  methadone,  Levo-Dromoran® 
[levorphanol]).  Ihey  are  classified  under 
FDA  Schedule  II. 

I'he  most  prominent  physiological  effects 
of  opiates  are  lethargy,  drowsiness, 
somnolenee,  constipation,  and  pupillary 
constriction. 

Overdose.  Overdose  presents  as  coma, 
depressed  respiration,  then  cardiovascular 
collapse,  and  frequently  pulmonary  edema. 
Particularly  characteristic  of  opiate 
poisoning  is  the  presence  of  very  slow, 
shallow  respiration.  A respiratory  rate  of  I to 
4/ minute  together  with  adequate  blood 
pressure  is  practically  pathognomonic  of 
opiate  poisoning.  A comatose  patient  who 
shows  prominent  respiratory  depression  has 
opiate  poisoning  until  proven  otherwise,  and 
a patient  who  does  not  have  obviously 
decreased  respiratory  rate  is  in  coma  for 
some  other  reason.  Pupils  are  frequently 
constricted;  but  this  is  not  a reliable  sign, 
since  the  pupils  will  dilate  markedly  as 
anoxia  becomes  severe  and  since  constricted 
pupils  may  be  seen  in  severe  barbiturate 
intoxication  as  well. 

Opiate  antagonist  drugs  are  available 
which  are  specific  enough  to  be  diagnostic 
and  effective  enough  to  completely  reverse 
opiate  poisoning.  Narcan®  (naloxone)  is  the 
drug  of  choice  for  treatment  of  opiate 
overdose.  It  is  preferable  to  Nalline® 
(nalorphine)  and  Lorphan®  (levallorphan) 
because  it  has  no  agonistic  effects  and, 
therefore,  does  not  complieate  the  picture  if 
given  to  a patient  who  has  a condition  other 
than  opiate  overdose. 

Management  of  the  opiate  overdose 
patient  is  relatively  easy.  Any  patient  who 
reaches  medical  attention  with  a heart  beat 
should  be  saved.  In  these  patients  an  airway 
should  be  secured,  ventilation  established, 
and  a needle  placed  in  a vein.  Narcan®,  1ml, 
should  be  given  intravenously.  The  response 
is  typically  a dramatic  reversal  of  coma  1 to  2 
minutes  following  injection.  The  response 
may  be  even  more  dramatie  with 


considerable  behavioral  disturbance  if  the 
patient  has  been  physiologically  dependent 
on  opiates  and  undergoes  a rapid 
withdrawal.  If  a withdrawal  reaction  is 
precipitated,  this  cannot  be  reversed  as  long 
as  the  antagonist  acts.  In  any  event,  the  effect 
of  naloxone  will  begin  to  fade  at  about  30 
minutes  and  should  disappear  completely  in 
45  minutes  to  I hour.  Since  most  opiates 
have  a longer  duration  of  aetion  (heroin  3 
hours),  the  naloxone  should  be  repeated  until 
sedation  no  longer  reappears.  In  case  of  long 
acting  opiate-like  drugs  such  as  methadone, 
the  patient  will  require  eareful  monitoring 
and  repeated  injection  over  12  to  36  hours. 

If  the  patient  does  not  respond,  a seeond 
injection  should  be  given  in  15  minutes.  If  the 
patient  does  not  respond  to  the  second 
injection  and  needle  placement  has  been 
assured,  this  can  be  interpreted  as  evidenee 
that  opiate  poisoning  is  not  the  cause  of  the 
coma. 

Withdrawal.  In  general,  ehronic  opiate 
intoxication  is  associated  with  a 
hypometabolic  state,  drying  of  secretions, 
and  slowing  of  gut  function.  The  withdrawal 
state  is  associated  with  the  opposite: 
hypermetabolism,  outpouring  of  seeretions, 
and  hypermotility.  The  opiate-dependent 
individual  will  experience  a desire  for  a dose 
4 to  6 hours  after  the  last  dose  of  heroin.  In  8 
to  16  hours  he  will  experience  restlessness 
and  anxiety  (purposive  withdrawal 
symptoms).  At  12  hours  he  will  begin  to 
manifest  lacrimation,  rhinorrhea,  sweating, 
yawning,  elevated  blood  pressure  and 
temperature,  vomiting,  and  diarrhea.  At  this 
stage  (non-purposive  withdrawal  signs),  an 
objective  diagnosis  can  be  made.  At  24 
hours,  the  above  non-purposive  signs  are 
intensified  and  pupil  dilation,  pilo-erection 
(goose  flesh),  and  muscle  twitching  occur;  at 
36  to  48  hours  the  above  are  more  intense 
and  muscle  cramps  appear. 

If  methadone  has  been  the  drug  of  abuse, 
withdrawal  signs  appear  later,  are  less 
intense,  and  last  longer.  The  natural  course 
of  untreated  withdrawal  is  as  follows:  for 
Demerol®  onset  at  3 hours,  peak  at  8 to  12 
hours,  and  recovery  in  4 to  5 days;  for 
morphine  or  heroin  onset  at  8 hours,  peak  at 
36  to  72  hours,  and  recovery  in  7 to  10  days; 
for  methadone  onset  at  12  hours,  peak  at  6 
days  and  recovery  in  10  to  14  days. 
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Methadone  is  the  drug  of  choice  for  opiate 
withdrawal  because  of  its  long  duration  of 
action  and  gradual  dissipation.  The  aim  of 
therapy  is  to  achieve  stabilization 
(suppression  of  non-purposive  withdrawal 
signs)  on  methadone  and  gradually  reduce 
and  discontinue  methadone.  The  procedure 
for  withdrawal  on  methadone  is: 

1.  Wait  for  the  appearance  of  clear-cut 
evidence  of  non-purposive  withdrawal  signs. 
Except  for  methadone  addiction  (withdrawal 
signs  after  36  to  72  hours),  the  absence  of 
withdrawal  signs  within  36  hours  indicates 
the  absence  of  significant  physical 
dependence. 

2.  If  the  patient  is  already  manifesting  a 
withdrawal  syndrome,  start  methadone  by 
mouth  or  subcutaneously  5 mg  three  times 
daily  for  mild  withdrawal  signs;  10  mg  three 
times  daily  for  moderate  signs;  or  15  to  20 
mg  three  times  daily  for  severe  signs.  Adjust 
dosage  upward  as  necessary  to  achieve 
stabilization. 

3.  If  the  patient  develops  withdrawal 
signs  while  under  observation,  start 
methadone  at  5 mg  and  adjust  dose  upward 
as  necessary  to  achieve  stabilization  on  a 
three  times  daily  schedule  as  rapidly  as 
possible. 

4.  When  stabilization  has  been 
maintained  for  24  hours,  reduce  dosage  daily 
by  20  per  cent  of  the  preceding  daily  dose 
giving  methadone  three  times  daily  or  twice 
daily  by  mouth.  When  daily  dose  reaches  20 
mg,  the  drug  can  be  reduced  by  50  percent  a 
day.  Reduction  schedule  should  be 
accomplished  over  9 to  10  days. 

For  patients  with  dependence  on  both 
CNS  depressants  and  opiates  it  is  generally 
simpler  to  first  withdraw  the  patient  from  the 
CNS  depressant  before  initiating  the 
withdrawal  from  opiates.  To  accomplish  this, 
stabilize  the  patient  on  pentobarbital  and 
methadone  and  then  pursue  the  withdrawal 
schedule  previously  described  for 
pentobarbital  while  maintaining  the  patient 
on  methadone.  After  the  pentobarbital 
withdrawal  is  completed,  proceed  with 
methadone  withdrawal.  Simultaneous 
withdrawal  of  both  types  at  suitable  rates  is 
not  contraindicated,  but  requires  much 
experience. 

Long  Term  Management.  Two 
pharmacological  methods,  opiate 
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maintenance  and  opiate  antagonists,  are 
available  for  the  long-term  rehabilitative 
treatment  of  narcotic  addicts. 

Methadone  maintenance,  introduced  by 
Dole  and  Nyswander  over  10  years  ago,  was 
the  first  addiction  treatment  method  to  have 
any  success  and  is  the  principle  mode  of 
treatment  for  heroin  addicts  in  the  United 
States  today.  The  rationale  for  this  approach 
was  derived  from  Wikler’s  notion  that  opiate 
addicts  have  a particular  need  for  the  drive 
reduction  action  of  opiates,  possibly 
explaining  their  choice  of  the  drug  in  the  first 
place,  and  probably  explaining  their  inability 
to  relinquish  the  drug‘s.  In  the  Dole- 
Nyswander  modification  of  this  theory  it  was 
postulated  that  chronic  opiate  use  induces  at 
the  cellular  level  a physiological  change  that 
is  relatively  permanent,  not  reversed  on 
withdrawal  of  these  agents,  and  thus 
promoting  return  to  these  drugs  after  months 
or  even  years  of  abstinence. 

Because  previous  efforts  to  help  addicts 
give  up  drugs  and  the  associated  life  style  had 
met  with  almost  100  per  cent  failure.  Dole 
and  Nyswander  proposed  placing  addicts  on 
a pharmacologically  sound  “fix”  in  place  of 
the  socially  and  physiologically  destructive 
pattern  of  illicit  IV  heroin  use.  Individuals 
who  have  a two-year  history  of  opiate  use 
and  evidence  of  physical  dependence  are 
eligible  for  admission  to  a specialized 
methadone  maintenance  program.  The 
patient  is  placed  on  a daily  dose  of  oral 
methadone  which  is  adjusted  to  a level  which 
is  low  enough  to  avoid  sedation, 
constipation,  and  other  symptoms,  and  high 
enough  to  eliminate  craving  for  street 
opiates.  The  dose  varies  from  25  mg  to  120 
mg  methadone  a day.  In  practice  two  dosage 
levels  predominate,  a “low”  maintenance 
regimen  of  40  to  50  mg  and  a “high”  dosage 
regimen  of  80  to  100  mg.  Low  dosage 
maintenance  is  designed  to  provide  a level 
which  reduces  the  drive  to  seek  out  other 
opiates.  High  dosage  maintenance,  in 
addition,  tends  to  “block”  or  mitigate  the 
effects  of  additional  doses  of  opiates  since  it 
is  difficult  for  the  addict  to  “shoot  through” 
such  a high  basal  drug  level  and  obtain 
euphoria  from  heroin. 

The  patient  comes  to  the  methadone  clinic 
for  a dose  each  24  hours  and  drinks  it  in 
orange  juice  under  the  observation  of  the 
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dispenser.  I hese  programs  also  inelude  urine 
eheeks  for  illieit  drugs  and  a variety  of 
psyehosoeial  treatment  activities. 

Recently  there  has  been  an  improvement  in 
maintenance  treatment  with  the  introduction 
of  a longer  acting  opiate  levo-alpha-acetyl- 
methadol  ( I.  A A M ) . Still  in  the 
investigational  category,  this  drug  has  been 
used  in  a number  of  specially  designated 
maintenance  programs.  LAAM  has  a 
duration  of  action  of  72  hours  as  compared 
with  24  hours  for  methadone,  thus 
eliminating  the  need  for  daily  visits  to  a 
clinic'”.  I.AAM  is  taken  orally  and  produces 
even  less  of  a sensation  of  drug  effect  on 
administration  than  does  methadone. 

Though  the  effect  of  methadone  used  in 
maintenance  has  been  described  as 
“blocking”,  this  is  not  strictly  accurate  from  a 
pharmacological  standpoint.  There  are, 
however,  drugs  which  are  true  opiate 
blockers.  Certain  drugs  with  structures 
similar  to  opiates  appear  to  occupy  opiate 
receptor  sites,  but  do  not  activate  them. 
While  occupying  these  receptor  sites,  they 
interfere  with  access  of  opiates  to  them  and 
prevent  the  pharmacological  effect  usually 
obtained  with  these  drugs.  Some  antagonists 
(eg,  nalo.xone)  appear  to  displace  opiates 
from  receptors,  immediately  nullifying  the 
pharmacological  effects  manifest  by  a dose 
previously  taken.  Naloxone  will  act  as  an 
antidote  to  a recent  dose  of  opiates,  will 
completely  block  the  effects  of  a subsequent 
opiate  dose  of  any  amount,  and  will  induce 
an  immediate  withdrawal  syndrome  in  an 
individual  with  dependence  on  opiates. 

Cyclazocine,  a drug  developed 
approximately  10  years  ago,  while  not 
effective  as  an  antidote,  will  block  the  effects 
of  subsequently  administered  opiates  when  it 
is  present  at  sufficient  maintenance  levels". 
When  such  a maintenance  dose  is 
administered  daily,  the  addict  is  prevented 
from  obtaining  an  effect  from  self- 
administered  opiates.  Cyclazocine  has  been 
used  in  clinics  treating  opiate  addicts  and  has 
had  an  encouraging  measure  of  success, 
though  it  has  not  been  as  acceptable  to 
addicts  as  methadone  maintenance. 

The  use  of  antagonists  is  based  primarily 
on  Wikler’s  theory  of  conditioning  as  a factor 
in  relapse'^.  From  animal  experimental  data 
and  clinical  observation  it  is  known  that  the 


process  of  addiction  is  accompanied  by  the 
association  of  innumerable  stimuli  with  drug 
state  and  drug  taking  behavior.  I he  addict 
associates  people,  places,  and  events  with 
drug-induced  euphoria,  drug  withdrawal, 
and  craving.  Phis  generalizes  and  persists  to 
the  extent  that  even  after  long  drug-free 
periods  the  addict  experiences  craving  and 
even  withdrawal  symptoms  when  exposed  to 
places  and  situations  which  were  previously 
associated  with  these  sensations.  This  set  of 
conditioned  associations  strongly  predisposes 
to  a return  to  drug  taking.  While  preventing 
access  to  a drug-effect  antagonist, 
maintenance  also  offers  the  possibility  of 
extinguishing  these  conditioned  responses.  In 
contrast  to  methadone  maintenance,  the 
antagonist  maintained  addict  may  be 
encouraged  to  immerse  himself  in  his  usual 
drug-taking  activities  to  promote  the  process 
of  extinction. 

The  principle  drawback  of  cyclazocine  was 
that  it  also  had  a number  of  unpleasant 
agonistic  effects.  It  has  been  replaced  by 
naltrexone,  a compound  similar  to  naloxone, 
but  with  a much  longer  duration  of  action'^. 
Naltrexone,  when  taken  by  mouth  in  doses  of 
40  to  200  mg,  will  completely  block  the 
effects  of  any  opiate  or  opiate-like  drug  for 
24  to  72  haurs  without  producing  any  effects 
itself.  Naltrexone  is  still  classified  as  an 
experimental  drug,  but  has  been  used  in 
specially  designated  clinics  for  several  years. 
After  withdrawal  of  opiates,  the  patient 
receives  naltrexone  orally  on  a two  or  three 
times  a week  schedule  during  which  time  he 
is  unable  to  experience  any  effect  from 
opiates. 

Eventual  withdrawal  from  methadone  and 
progression  to  a drug-free  state  was  not 
necessarily  part  of  the  Dole-Nyswander  plan. 
They  considered  the  indefinite  use  of 
methadone  as  a satisfactory  alternative  to 
street  drug  use.  Perpetual  maintenance  on 
methadone  may  be  the  best  alternative  for  a 
number  of  addicts,  and  it  is  indeed  a much 
more  satisfactory  existence  than  the  street 
addict  life-style.  Since  prescribed  addiction  is 
not  an  attractive  therapeutic  goal  for  most 
therapists  and  most  health  planners,  eventual 
progression  to  a drug-free  state  is  the 
expectation  for  the  majority  of  addicts.  This 
has  proved  possible  for  a number  of  addicts. 
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though  it  is  too  early  to  make  predictions 
about  percentages. 

Without  the  transition  from  street  drug  use 
to  methadone  maintenance  the  chances  of 
rehabilitation  would  be  practically  nil.  The 
heroin  addict  exists  in  several  interlocking 
vicious  circles.  He  lives  to  a 3 to  6 hour 
pharmacological-physiological  cycle 
consisting  of  IV  injection  accompanied  by  a 
rush  of  euphoria,  followed  by  an  hour  or  so 
of  drowsiness  and  lethargy  (“on  the  nod”), 
two  hours  or  so  of  minimal  drug  effect,  and 
then  an  uncomfortable  feeling  of  need  for 
another  dose.  This  physiological  roller 
coaster  goes  on  day  after  day,  interspersed 
with  occasional  overdoses  and  periods  of 
being  sick  when  the  drug  supply  is 
interrupted.  There  is  an  overriding 
preoccupation  with  the  drug  market  and 
associated  activities  and  continual  concern 
with  legal  consequences.  When  not  “on  the 
nod”,  the  addict  is  apt  to  be  scurrying  around 
finding  a supply  (connection)  and  securing 
the  resources  (hustling)  to  buy  the  drugs. 

This  life-style  precludes  any  sort  of  gainful 
employment  aside  from  stealing,  dealing,  or 
prostitution,  and  eliminates  any  meaningful 
family  or  social  life.  In  order  to  get  a job  or 
establish  family  and  social  stability  the  addict 
has  to  be  off  drugs,  but  to  relinquish  drugs 
the  addict  has  to  have  occupational-social 
i stabilizing  influences.  This  bootstrap 
proposition  has  in  the  past  proven  to  be  such 
a formidable  obstacle  that  addicts  were 
: almost  never  rehabilitated. 

Methadone  maintenance  offers  the 
possibility  of  making  the  transition  one  step 
at  a time.  The  addict  can  be  stabilized  on 
methadone  which  allows  him  to  achieve 
' occupational  and  social  stability  before  he 
I attempts  to  relinquish  drugs.  When  he  has 
I developed  regular  work  habits,  reestablished 
1 family  and  social  relations  in  the  straight 
I world,  and  moved  away  from  street 
i associates,  he  then  has  some  chance  of 
eliminating  drugs.  In  addition  to  the 
] pharmacological  stabilization,  the  methadone 
I maintenance  clinic  offers  an  important 
element  of  order  to  the  addict’s  previously 
i chaotic  routine. 

■ It  has  been  suggested  that  perhaps  the 
; most  typical  progression  to  recovery  in  the 
future  will  be  transition  from  street  drugs  to 
methadone  or  LAAM  maintenance,  to 


antagonist  maintenance,  then  drug-free  non- 
addict adjustment. 
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owner  asking  $75,000. 
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Group  Psychotherapy  In  Rhode  Island 


Group  Psychotherapy  Supplementary  To 
Individual  Therapy  Offers  Benefits  To  The 
Patient  And  Satisfaction  To  The  Therapist 


By  Louis  V.  Sorrentino,  M.D. 

This  report  is  intended  to  convey  something 
of  the  fascination  of  the  problems,  the  benefits 
to  the  patients,  and  the  myriad  satisfactions 
to  the  therapist  of  group  therapy.  Combined 
group  and  individual  therapy  is  worthy  of 
consideration  for  appropriate  patients. 

In  the  summer  of  1958  I worked  on  the 
inpatient  service  at  Butler  Hospital.  That  fall, 
I continued  working  a few  hours  a week  in 
the  outpatient  department.  There,  I started  a 
group  with  individuals  with  whom  I had 
worked  as  inpatients  as  a nucleus.  The  group 
included  some  members  who  were  still 
inpatients,  some  in  the  day  care  center,  and 
others  who  were  outpatients.  This  group 
continued  for  about  four  years,  new  patients 
being  added  as  the  older  patients  left.  The 
group  was  suddenly  terminated  by  an 
administrative  decision  to  close  the 
outpatient  department.  Several  of  the 
members  asked  to  continue  as  private 
patients,  and  thus  began  my  first  private 
group.  In  the  years  since  then  I have 
generally  had  three  to  five  private  groups  in 
my  practice  at  any  one  time.  The  original 
group,  with  changes  in  membership,  has  met 
continuously  for  about  eighteen  years. 


Presented  at  the  Butler  Hospital  Staff  Association, 
Providence,  R.I.,  July  13,1977 

LOUIS  V.  SORRENTINO,  M.D. , practices 
Psychiatry  in  Providence,  Rhode  Island. 


During  my  residency  at  Boston  State 
Hospital  I had  had  experience  with  inpatient 
groups  (mostly  psychotics),  and  then  with 
outpatient  groups  (mostly  neurotics). 
Through  this  experience  I came  to  see  the 
real  benefits  of  group  therapy.  When  I came 
to  Rhode  Island  to  practice,  1 was  suprised 
that  group  therapy  was  not  more  readily 
available  here, especially  in  the  private  sector, 
and  led  by  psychiatrists.  Two  problems 
seemed  obvious:  first,  finding  about  eight 
patients  suitable  for  group  therapy,  who  were 
available  at  the  same  time,  and,  second, 
matters  of  confidentiality  in  this  tiny  state. 

At  first  it  seemed  difficult  to  find  enough 
private  patients  for  a full  group.  In  those 
days  many  Rhode  Islanders  were  still  visiting 
psychiatrists,  and  also  group  psychotherapy 
had  not  been  popularized  in  the  media. 
Of  necessity,  I started  with  a nucleus  of  three 
to  four  patients  and  found  that  it  worked. 
This  core  became  an  intimate  and  effective 
working  group.  As  new  members  arrived, 
they  would  be  welcomed  and  taken  in 
warmly.  However,  as  the  group  grew  larger, 
new  members  were  now  not  so  welcome. 
First,  there  would  be  the  wish  to  get  rid  of 
the  new  “sibling”,  which  was  followed  by 
feelings  of  guilt,  and  finally  by  a wish  to  help 
the  new  member  to  gain  acceptance. 

Confidentiality  — how  does  one  deal  with 
confidentiality  in  a small  state?  In  Rhode 
Island  most  people  know  someone  who  knows 
almost  everyone — or  at  least  his  cousin!  In  a 
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large  metropolitan  city,  not  only  are  the 
numbers  larger,  but  the  population  tends  to 
be  more  transient.  Reading  and  listening  to 
papers  on  how  to  select  groups  did  not  seem 
to  be  very  helpful  in  this  particular  area, 
(iradually,  though,  workable  ways  of 
selecting  new  members  evolved. 

Once  1 announce  that  a new  member  will 
be  coming  to  the  group,  the  members  became 
an.xious  about  their  own  anonymity.  Ihey 
will  ask:  “Do  1 know  the  new  member?”  “Is  it 
my  neighbor?”  “Where  does  she  live?”  “What 
does  he  do?”  1 tell  them  the  first  name  and 
present  a general  description  of  him/her.  As 
1 answer  their  questions,  even  more  will 
follow,  even  to:  “Is  it  John  Smith?”  Some 
patients  would  live  in  dread  for  the  whole 
week,  only  to  be  greatly  relieved  when  they 
discovered  that  they  did  not  know  the  new 
member.  That  usually  brought  out 
resentment  toward  the  new  member  and 
toward  me  for  their  anxious  week.  Why 
hadn’t  1 told  them  who  the  new  member  was? 
If  they  should  ask  specifically,  “Is  it  John 
Smith?”  I tell  them  it  is  not.  It  has  never 
happened  that  the  group  has  identified  a 
member  prior  to  joining.  However,  if  that 
should  happen,  I would  explore  the  matter 
with  them  and  ask  how  they  would  feel  if  it 
were  Tom  Jones  who  was  coming. 

RULES  OF  THE  GROUP 

I have  a general  procedure  I usually  follow 
with  the  patients  who  I think  would  benefit 
from  joining  a group.  Most  patients  are  seen 
at  from  five  to  ten  visits.  Group  therapy 
initially  is  mentioned  only  in  passing.  At 
about  the  third  visit  I may  suggest  a group 
again  and  ask  them  to  think  about  it  as  a 
way  of  getting  a great  deal  more  therapy.  1 
ask  them  to  read  a pamphlet  (AGFA* 
Standards  and  Ethics,  Comm.,  Eds)  and 
suggest  that  each  spouse  read  it  also,  so  that 
he/ she  does  not  feel  left  out.  I do  not  suggest 
group  therapy  as  second  choice  or  cheaper 
therapy.  Once  they  are  interested,  I tell  them 
about  groups  in  general,  or,  as  Yalom  puts  it, 
“demystify  group”.  Then  I present  several 
rules  of  the  group; 

Confidentiality.  They  may  tell  others 
about  the  nature  of  group  therapy  but  may 
not  divulge  names  or  personal  details.  If,  for 
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example,  a group  member  meets  another 
member  outside  of  the  group  meeting  and 
introductions  are  necessary,  this  can  be 
handled  on  a first  name  basis,  but  the  group 
must  decide  about  this. 

Commitment.  Once  a patient  joins, 
he/she  must  make  every  effort  to  attend  the 
group  regularly.  This  is  a weekly 
appointment  which  must  have  priority  over 
virtually  all  others.  The  monthly  charges  are 
made  whether  the  patient  is  present  or  not. 
At  the  beginning  1 try  to  get  the  patient  to 
agree  to  stay  with  the  group  for  several 
months  and,  after  that,  to  give  the  group  at 
least  a month’s  notice  before  terminating. 

Openness.  Members  are  asked  to  be 
completely  open  with  the  group.  If  they  find 
themselves  unable  to  be  open,  then  that  itself 
should  be  discussed. 

Extra-group  Contacts  with  Group 
Members.  I acknowledge  that  this  may 
present  problems  as  they  will  come  to  know 
each  other  so  well  and  in  a way  that  is 
different  from  other  relationships.  If 
members  meet  by  plan  or  by  chance,  then 
this  must  be  shared  with  the  rest  of  the 
group.  This  prevents  two  from  knowing  more 
about  each  other  than  the  rest,  avoids  the 
development  of  cliques,  and  reduces  acting- 
out. 

After  a patient  has  decided  to  join  a group 
I try  to  work  out  (1)  his  circle  of 
acquaintances,  where  he  works,  lives  and 
socializes;  (2)  his  time  schedule,  and  (3)  his 
suitability  for  a specific  group.  Once 
committed,  I tell  him  about  a specific  group 
and  its  members.  I give  him  a list  of  last 
names,  throwing  in  some  extras  besides  those 
of  the  group  members,  asking,  “Do  you 
know  anyone  in  your  close  circle  with  these 
names?”,  and  if  so,  “whom?”  If  he  does  know 
a member,  I take  it  up  with  the  older 
member,  obtaining  permission  first  from  the 
prospective  member,  or  start  to  work  on 
including  him  in  another  group.  At  his  first 
meeting  1 make  certain  to  ask  new  members 
and  old  if  they  have  known  each  other  so 
that  any  connections  may  be  brought  out  in 
the  open  right  away. 

Dorothy  and  Frances  are  a good  example 
of  the  sorts  of  problems  confidentiality  may 
present  within  the  group.  Dorothy  is  a 
compulsive  and  phobic  elementary  school 
teacher.  Her  home  is  in  Warwick,  She 
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developed  strong  hostile  feelings  towards  an 
obese,  passive  member,  Frances.  Dorothy 
called  her  a “slob,”  told  of  her  dreams  of 
murdering  her  and  of  her  dread  of  arriving  at 
group  sessions  early  to  find  herself  alone  with 
Frances  in  the  group  room.  On  Election  Day 
Frances  was  working  as  a volunteer  at  the 
polls  where  Dorothy  came  to  vote.  Thus  she 
learned  Dorothy’s  last  name  and  address. 
Both  of  them  became  very  anxious.  Dorothy 
threatened  Frances  with  her  murderous 
wishes,  only  to  learn  a little  later  that  the 
next  semester  she  was  to  have  Frances’s  son 
in  her  class  at  school.  Now  she  described 
fantasies  of  harming  the  son.  Frances 
threatened  to  go  to  the  principal,  reveal 
Dorothy’s  being  in  therapy,  and  to  demand 
transfer  of  her  son  to  another  room.  Both 
Dorothy  and  Frances  had  revealed  their 
secrets  to  the  group,  and  strong  hostile- 
dependent  feelings  developed.  Both  of  these 
members  threatened  disclosure,  and  this  was 
an  attack  on  the  entire  group  and  the  group 
process.  Group  survival  was  threatened  by 
the  possibility  of  either  acting  in  rage.  The 
group  was  very  supportive  of  both  as  Frances 
and  Dorothy  worked  through  their  conflicting 
feelings.  In  the  end  Dorothy  found  she  really 
liked  Frances’s  son,  and  Frances  became  less 
threatened. 

When  old  members  leave  the  group  and 
new  members  enter,  the  group  often 
reminisces  about  old  members  who  have  left, 
sometimes  fondly,  or  at  other  times  with 
resentment.  They  describe  feelings  of 
abandonment  and  separation  revived  by  their 
anxiety  regarding  the  new  member.  Even  as 
they  do  this,  they  know  this  “in-talk”  is 
excluding  the  new  member. 

It  can  also  happen  that  the  new  member 
knows  a former  member.  Dr.  X was  in  a 
group  for  a short  time  before  he  fled  therapy. 
A year  later  Dr.  Y joined  the  group.  The 
group  discussed  Dr.  X,  and  Dr.  Y recognized 
him  as  a fellow  internist  and  asked  about  his 
problems.  The  group  talked  it  through  and 
then  decided  not  to  tell  the  new  member  any 
further  details  regarding  Dr.  X.  They 
explained  to  Dr.  Y.  the  group’s  need  to 
protect  the  confidences  shared  therein. 

The  group  must  take  considerable 
responsibility  not  only  for  what  goes  on  in 
group  sessions  but  for  what  goes  on  between 
group  members  outside  of  the  group  as  well. 


They  share  this  responsibility  with  the 
therapist.  At  some  point  in  the  session  we 
ask;  “Have  there  been  any  extra-group 
contacts  this  week?”  This  sets  a tone,  and  an 
attitude  develops  such  that  the  group  comes 
to  learn  why  it  is  important  to  bring  up  these 
contacts.  These  encounters  may  be  on  the 
way  out  of  the  group  room,  in  the  parking 
lot,  or  at  the  theater  where  they  merely  have 
passed  each  other  and  seen  each  other’s 
spouses. 

We  try  to  encourage  members  to  value 
therapy,  and  hence  the  group,  over  friendship 
with  another  member.  Sexual  involvement 
frightens  both  the  group  and  the  therapist. 
This  means  that  the  group  welcomes  the 
assurance  that  controls  will  be  set.  George 
and  Louise  were  in  the  same  group.  Both 
were  single,  lonely,  and  in  their  twenties. 
Neither  of  them  had  been  able  to  make  a 
satisfying  long-term  relationship,  although 
Louise  was  living  with  a man.  George  wanted  to 
date  herand  broughtthisupatagroupmeeting. 
Louise  shared  his  feelings,  and,  besides,  her 
other  relationship  was  dwindling.  The  couple 
decided  that  they  would  not  feel  comfortable 
sharing  their  feelings  regarding  their  sexual 
experiences  with  the  group.  The  group 
expressed  many  feelings  and  fantasies  about 
their  romance.  After  several  months,  when 
George  and  Louise  had  decided  to  live 
together,  George  set  a date  when  he  would 
leave  the  group.  He  felt  that  leaving  was  a 
male  prerogative  so  that  it  must  be  he,  not 
she,  who  would  separate  from  the  group. 
Louise  felt  selfish,  but  she  badly  needed  the 
support  of  the  group  in  handling  the  intense 
expectations  of  the  relationship.  She  was  able 
to  discuss  these  and  managed  to  work  it 
through  to  a fairly  satisfying  solution. 

Doctor  Richard  Rappaport  of  Chicago 
discussed  a difficult  problem  in 
confidentiality.  A former  patient  challenged 
the  psychiatrist’s  right  to  account  to  an  entire 
therapy  group  information  which  had  been 
related  to  him  in  a private  therapy  session. 
The  ex-patient  argued  that  Rappaport  had 
violated  ethical  standards.  While  the  patient 
was  still  a member  of  the  group,  he  had  an 
affair  with  another  member  of  the  group. 
Despite  the  fact  that  there  was  a previously 
announced  rule  that  extra-group 
relationships  must  be  shared,  the  couple 
refused  to  discuss  it  in  group.  The  physician 
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found  it  necessary  to  reveal  the  information 
himself.  He  maintained  that  failure  to  have 
shared  this  information  with  the  group  would 
have  undermined  the  total  therapy  process. 

This  incident  was  reported  to  the  Ethics 
Committee  of  the  American  Psychiatric 
Association,  but  the  committee  in  turn 
dismissed  the  complaint  without  taking  a 
decisive  position  on  the  ethical  issues  raised. 
Rappaport  urges  that:  “Confidentiality 

should  be  clearly  defined  in  mental  health 
(legal)  codes.  Such  legislation  should  reflect 
the  idea  that  all  interpersonal  relations 
between  members  of  the  group  must  be 
discussed.  The  group  therapist  has  an  ethical 
obligation,  not  only  to  each  individual 
patient,  but  also  to  keep  the  group  viable  as  a 
therapy  setting.  . . . The  confidentiality  that 
usually  exists  between  the  therapist  and 
patient  is  functionally  considered  to  exist 
between  patient,  therapist  and  all  group 
members.” 

I have  not  taken  as  strong  a stand  as 
Rappaport.  When  a spinster  lady  confides 
that  she  is  noticing  sexual  feelings  towards  a 
male  in  the  group,  1 support  her  in  sharing 
this  with  the  group  when  she  feels  ready  to 
do  so,  but  do  not  pressure  her  to  do  this. 

One  of  the  most  difficult  problems  in 
sharing  arises  when  A dislikes  B and  confides 
this  to  me  in  an  individual  session.  I try  to 
encourage  A to  look  at  what  about  B bothers 
him/her,  to  explore  this  area  in  him/herself, 
and  suggest  how  the  group  could  help 
him/her  with  this. 

Alexander  Wolf  points  out  that 
dynamically-oriented  therapy  is  well-suited  to 
the  group  setting: 

“The  manifold  kinds  of  interaction  among 
the  group  members,  clarified  by  proper 
interpretations  of  the  leader,  quickly  cut 
through  resistances  and  defenses.  Exposure  to 
the  verbalized  problems  of  other  patients, 
experiencing  of  hostility,  criticism,  and  a 
variety  of  transferential  projections  (between 
patient,  group  and  therapists)  enable 
motivated  individuals  to  become  increasingly 
perceptive  about  their  own  unconscious 
emotional  processes.  This  was  particularly 
helpful  in  dealing  with  rigid  character 
defenses....  Each  patient  identifies  with 
certain  members  of  the  group  and  rejects 
others,  with  multiple  transferences  with 
recreated  sibling  and  parental  figures.  He  is 


in  this  way  often  enabled  to  work  through 
distortions  that  have  resisted  individual 
psychoanalysis....  Moreover,  the  objective 
reactions  of  the  other  participants  provide  a 
forum  for  reality  testing.  Patients  become 
more  capable  of  tolerating  criticism  and 
hostility  that  was  directed  toward  them  and 
to  distinguish  projections  based  on 
transference  from  realistic  accusations.” 
(Wolf,  A,  1970,  p ix) 

CREATING  THE  GROUP 

Yalom,  in  his  helpful  book.  Theory  and 
Practice  of  Croup  Psychotherapy,  describes 
how  to  create  and  maintain  a group.  The  first 
role  of  the  leader  is  to  select  the  patients, 
arrange  a time,  and  to  provide  a suitable 
setting  for  the  group.  Yalom  sees  referred 
patients  privately,  only  twice,  and  does  not 
attempt  an  extensive  workup  at  this  time. 
Rather,  he  focuses  on  interpersonal 
relationships  within  the  patient’s  present  life, 
explains  how  working  within  the  group  can 
help,  and  tries  to  avoid  potential  dropout  by 
obtaining  an  initial  commitment  to  remain 
for  several  sessions,  explaining  that  in  the 
early  stages  there  will  be  anxiety  and 
resistance. 

Some  therapists  prefer  to  work  with 
groups  which  show  homogeneous  symptoms, 
as,  for  example,  a diabetic  group  or  an 
alcoholic  group.  My  own  preference  is  for 
groups  which  are  mixed,  both  in  regard  to 
age  and  symptomatology.  I do,  however, 
tend  to  combine  patients  in  broad  age 
groupings:  early  adolescents,  ages  eighteen  to 
thirty,  and  over  forty.  Obviously,  all  patients 
are  not  suitable  for  group  therapy.  I have 
sometimes  found  it  useful  to  include  one 
psychotic  - if  she  is  “together  enough”  to 
participate.  Acting-out  patients  may  be 
cautiously  included: 

Dick  was  a graduate  student,  with  passive- 
aggressive  conflicts.  1 suggested  that  more 
therapy  would  be  helpful  to  him,  espe- 
cially through  group  therapy.  He  became 
enraged,  pounded  his  fist  on  my  desk,  then 
kicked  the  desk,  almost  toppling  it  over  on 
me.  A few  weeks  later  he  joined  a group 
and  had  a very  helpful  group  experience 
and  with  no  further  expression  of  violence. 

Some  of  the  most  appropriate  patients  for 
group  therapy  are  those  with  sensitive 
character  disorders,  borderline  and  neurotic 
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patients  who  have  had  some  individual 
therapy  and  have  been  able  to  work  through 
their  initial  resistances.  Other  “suitable” 
patients  are  persons  with  poorly  defined  ego 
structures,  lonely  individuals  with  inadequate 
self-images,  or  those  who  have  had  deprived 
and  traumatic  childhoods  resulting  in  an 
incorporation  of  ego-dystonic  parental 
figures.  Such  patients  can  borrow  identity 
and  ego  strength  from  the  group. 

After  a patient  has  been  to  group  sessions 
once  or  twice,  I ask  him  /her  to  have  an 
appointment  with  the  co-therapist  who  is 
usually  a social  worker.  1 may  have  the 
patient  see  the  co-therapist  before  his/her 
initial  visit  to  the  group  if  he/ she  displays 
marked  apprehension,  or  if  there  will  be  a 
lengthy  delay  before  the  first  group  meeting. 
During  this  appointment  the  patient 
establishes  rapport  with  the  co-therapist,  and 
the  co-therapist  answers  questions  about  the 
group.  No  matter  what  I may  have  given 
previously  in  the  way  of  thumbnail  sketches 
of  the  group  members,  most  new  members 
retain  very  little  of  it  until  they  have  attended 
the  group  several  times  and  have  interacted 
with  the  others.  This  is  an  important 
interview  in  that  it  helps  to  integrate  the 
novice  into  the  group. 

THE  GROUP  AS  A SOCIAL  SYSTEM 

Yalom  stresses  teaching  the  group  to  self- 
monitor and  to  assume  responsibility  for 
what  goes  on.  If  he  feels  tired  after  group  he 
will  tell  them  this  next  time.  He  will 
encourage  them  not  to  act  like  passive  TV 
watchers  in  the  group  (and  thence  outside  the 
group),  to  take  initiative  for  what  is  going 
on.  He  may  say,  “last  week  was  different,  I 
wonder  why  - what  do  you  think  makes  a 
good  group  meeting?  How  satisfied  is 
everyone  today  with  the  group?”  The  group 
is  a place  for  self-disclosure  - not  a forced 
confessional.  This  means  that  patients  must 
proceed  at  their  own  pace: 

When  an  Alcoholics  Anonymous  (AA) 
joined  a group,  he  was  willing  to  talk  about  his 
drinking  problem  at  length,  but  clammed  up 
when  asked  about  his  profession,  saying 
he  wished  to  preserve  “anonymity”  about 
it.  The  group  became  furious  with  him,  not  ap- 
preciating AA  policies.  Here  the  leader  has  to 
support  the  new  member’s  right  to  disclose 
things  at  his  own  pace.  A transvestite  or  homo- 


sexual new  member  may  be  very  anxious  about 
disclosing  his  problems.  Afterhehassaidalittle 

“mini-disclosure”  theleader  muststophim, 
and  ask  how  he  feels  about  disclosing,  what 
he  fears  about  disclosing  more,  and  how  the 
group  feels  about  this,  rather  than  letting  him 
go  into  great  detail  before  the  group  is  ready 
to  relate  to  him  as  a person. 

The  major  task  for  the  therapist,  then,  is  to 
analyze  the  interactions  which  occur  between 
therapist  and  the  group  and  between  group 
members.  Yalom  describes  the  therapist  as  a 
“time-binder”  never  starting  a group  session 
without  referring  back  to  the  last  meeting. 
He  might  say,  “What  feelings  did  you  take 
home  with  you  last  week?”  He  has  tried 
dictating  a summary  which  he  mails  out  to 
the  members  during  the  week. 

Recurring  patterns  tend  to  show  up  within 
the  sessions.  The  first  speaker  starts  off 
describing  his/her  crisis  of  the  week.  As  the 
group  members  respond,  they  tend  to 
become  harnessed  to  this  incident  which  now 
monopolizes  the  meeting.  The  first  speaker  is 
reluctant  to  give  up  the  spotlight. 
Intervention  by  the  therapist  may  be 
necessary  to  point  out  what  is  happening, 
and  to  help  the  group  to  take  initiative  and 
responsibility.  He  may  ask  why  the  group  lets 
this  happen  and  how  it  makes  them  feel,  and 
may  take  this  opportunity  to  stress  again  that 
the  group  meeting  is  the  most  important 
event  of  the  week  for  each  of  them.  In  other 
words,  the  group  is  being  encouraged  to 
notice  the  feelings  and  the  dynamics  within 
the  group. 

The  leader  may  assist  by  summarizing: 
“You  have  all  taken  risks  today,  and  this  has 
not  been  easy  for  you.  But  something  else 
has  been  "happening,  you  have  been  sizing 
each  other  up,  developing  your  first 
impressions  of  whom  you  like  or  dislike 
most”.  Thus,  he  is  giving  permission  to  feel 
both  positive  and  negative  feelings  in 
contrast  to  usual  social  intercourse.  He  is 
setting  a tone  in  which  it  is  feelings  which 
will  be  talked  about  and  an  orientation 
toward  process  rather  than  on  detail. 

The  members  come  to  understand  that 
they  have  learned  early  that  there  is  a taboo 
against  examining  process  in  everyday  life, 
that  there  is,  in  fact,  a contract  not  to  engage 
in  such  examinations.  The  one  exception  to 
this  is  the  parent-child  relationship,  and  here 
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the  examining  is  in  a one-way  direction.  It  is 
the  parent  who  says:  “Why  did  you  do  that?” 
Despite  the  fact  that  those  within  the  group 
are  seeking  closer  relationships,  they  must 
still  start  by  discussing  symptoms.  The 
therapist  helps  by  interpreting  these 
symptoms  as  psychological  equivalents  and 
sets  a tone  within  the  group  making  it  the 
perfect  arena  to  risk  experimenting,  opening 
up,  and  sharing! 

Bob  was  a middle-aged  bachelor,  who 
had  felt  rejected  many  times.  He  applied 
to  a weight-control  group  and  was  rejected 
because  he  was  in  therapy.  With  a great 
deal  of  support  from  the  group,  he  pro- 
tested this  rejection,  demanded  an  inter- 
view with  the  leader  of  the  weight-control 
group,  and  succeeded  in  asserting  himself 

a risk  he  had  never  dared  take. 

ALTERNATE  MEETINGS  AND  INDIVIDUAL 
THERAPY  COMBINED  WITH  GROUP 

When  I began  working  with  groups,  I felt 
possessive  about  the  group  meetings.  It 
seemed  to  me  that  everything  must  be  done 
within  the  group  session  with  a focus  on 
intra-group  processes.  But  then  there  were 
emergencies  which  came  up  between  sessions, 
and  I found  that  more  frequent  meetings 
(perhaps  twice  a week)  could  almost 
completely  eliminate  these  emergencies.  On 
their  own,  on  one  occasion,  the  members  of 
one  of  my  groups  held  a post-session  meeting 
following  the  regular  group  meeting.  I 
discovered  that  a great  deal  had  happened. 
The  group  had  begun  to  be  able  to  see  their 
feelings  toward  the  therapists  more  clearly 
and  were  able  to  talk  about  them  more 
openly.  This  material  was  brought  up  at  the 
next  regular  session,  which  helped  to  set 
some  controls  and  some  limits.  Now  I would 
ask  at  the  next  session,  of  the  post-session: 
“What  were  the  issues;  how  did  you  feel 
about  the  post-session”? 

Gradually,  I began  to  encourage  the  group 
to  plan  an  alternate  meeting  at  a set  time  and 
place,  and  it  worked.  My  fears  that  the 
patients  would  act  out  or  lose  impulse 
control  in  the  absence  of  the  restraints  of  the 
therapist  proved  groundless.  Instead,  I 
discovered  that  the  alternate  session  gave 
these  patients  a useful  opportunity  for 
distributed  leadership. 

Here  is  one  instance  of  such  assumption  of 


responsibility:  Eleanor,  who  had  previously 
attempted  suicide,  became  enraged  during  an 
alternate  session.  She  stormed  out  of  the 
group,  drove  around,  and  finally  went  home. 
I'he  group  kept  phoning  until  they  reached 
her.  She  returned  to  the  group  the  next  week 
with  a new  appreciation  both  for  the  group 
and  the  fact  that  she  could  handle  her  rage 
and  impulses.  From  here  on,  the  group  was 
much  more  involved,  having  developed  a 
deeper  sense  of  responsibility  for  one 
another. 

I find  individual  therapy  combined  with 
group  therapy  ideal.  What  comes  up  in  the 
group  can  be  enlarged  upon  in  the  individual 
session.  Patients  are  encouraged  not  to 
compartmentalize  their  therapy:  what  is 
brought  up  within  the  individual  session 
must  be  brought  up  in  the  group  and  vice- 
versa.  This  is  even  more  important  when  the 
individual  therapist  is  a person  other  than  the 
group  therapist.  A great  deal  comes  out  in 
the  group  session  that  enhances  the 
individual  therapy  sessions. 

A.  Wolf  has  said:  “Many  patients  will  first 
need  a one  to  one  relationship  with  a 
therapist,  corresponding  to  the  early  infant- 
mother  relationship,  and  subsequently  will 
need  the  experience  of  working  through 
conflicts  in  multiple  and  varied  types  of 
relationships,  corresponding  to  childhood 
experiences  in  the  family,  and  interaction  in  a 
wider  social  network.  These  multiple 
relationships  and  experiences  are  readily 
available  in  small  group  therapy  which 
provides  ample  opportunity  to  work  through 
problems  in  interpersonal  relationships  and 
serves,  at  the  same  time,  as  a mirror  of  the 
patient’s  internal  object  relationships  . . . 
Through  having  the  same  therapist  in  both 
situations  (group  and  individual  therapy)  the 
patient  will  first  relive  ...  in  individual 
therapy,  the  dyadic  infant-parent  relationship 
(and  through  the  addition  of  group  he  will 
learn)  to  establish  more  adult  relationships, 
both  inside  and  outside  the  group.”  p.  177-84 

I have  found  it  effective  to  see  some 
patients  in  group  therapy  who  are  in 
individual  therapy  with  others,  either  with 
other  psychiatrists  or  with  non-physician 
therapists.  Where  a therapist  other  than 
myself  is  involved,  communication  between 
the  therapist  and  the  group  leader  is  essential 
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in  order  for  the  two  therapies  to  enhance 
each  other. 
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We  can  answer  these  questions  better: 

1.  How  can  I be  SURE  that  I am  getting  the  best 
QUALITY  of  DISABILITY  INSURANCE  — at  a 
reasonable  cost? 

2.  How  can  I be  SURE  that  my  LIFE  INSURANCE 
premiums  are  applied  to  my  greatest  advantage 
(net  after  taxes)  ? 

3.  How  much  is  ENOUGH  to  put  into  tax-deferred 
RETIREMENT  PLANS? 

4.  How  can  I BUILD  WEALTH,  In  spite  of  INFLA- 
TION and  HIGH  TAXES? 

5.  How  can  I,  ^nd  my  family,  be  SECURE,  financially, 
in  spite  of 

a. )  INCOME  and  DEATH  TAXES 

b. )  DISABILITY 

c. )  DEATH 

d. )  DEPRESSION 

e. )  DEVALUATION? 

R.A.  DEROSIER  AGENCY 

FOURDEE  AGENCY.  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 

(N.A.S.D.  Brolter/Dealer) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


Clinical  Hypnosis  Workshop 

The  New  England  Society  of  Clinical  Hypnosis 
16th  Annual  Clinical  Hypnosis  Workshop,  tor 
Physicians,  Dentists  and  Psychologists  will  be 
held  at  South  Block  Bldg,  of  Boston  City  Hospital 
April  13th  thru  16th,  1978.  Eligibility:  member- 
ship A.M.A.,  A.D.A.,  A.P.A.  or  equivalent.  Co- 
sponsor: Oral  Surgery  Dept.  Boston  City  Hos- 
pital. Outstanding  faculty.  For  info  contact 
Workshop  Director,  Lawrence  M.  Staples, 
D.M.D.,  Box  162,  Holderness,  N.H.  03245. 


February,  1978 
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Efficacy  Of  Lithium  Carbonate 
in  Alcoholism:  Case  Studies 


Lithium  Carbonate  Should  Be  Considered 
For  Those  Chronic  Alcoholics  Who  Are 
Endogenously  Depressed 


By  Peter  P.  Reilly,  M.D. 


Alcoholism  is  defined  by  Block  et  al  cited  by 
Mendelsohn'  as  a “process  proceeding 
through  psychological  dependence, 
loss  of  control,  and  eventually  physical 
dependency.” 

Most  authorities  agree  that  alcoholics 
really  do  not  fit  into  specific  psychiatric 
disease  entities.  Some  apparently  are 
neurotic,  some  are  obsessive-compulsive, 
some  are  depressive,  and  others  are 
schizophrenic.  A large  percentage,  once  the 
alcoholic  problem  is  out  of  their  lives,  cannot 
be  distinguished  from  “a  normal  population”. 

The  purpose  of  this  paper  is  to  present 
data  and  clinical  cases  which  can 
demonstrate  the  efficacy  of  lithium  carbonate 
in  a population  of  chronic  alcoholics  who  are 
endogenously  depressed  with  family  histories 
of  both  illnesses.  The  cases  in  this  series, 
which  range  in  age  from  29  to  45  years,  were 
intractable  to  other  treatment  modalities. 
Once  placed  on  lithium  carbonate, they  were 
asked  to  refrain  from  any  ingestion  of 

PETER  P.  REILLY,  M.D.,  Child-Adult 
Psychiatrist,  formerly  Clinical  Instructor  in 
Psychiatry  at  Harvard  Medical  School; 
currently  on  Active  Staff  at  St.  Joseph’s 
Fatima  Hospital  and  Consulting  Staff  of 
the  Miriam  Hospital,  Providence,  RI. 


alcohol,  to  agree  to  take  their  lithium  as 
scheduled,  and  to  have  tests  of  serum  lithium 
levels,  which  were  kept  between  0.5  mEq  and 
1.5  mEg/L.  Prior  to  placement  on  the 
lithium  carbonate  therapy,  all  candidates 
were  sent  to  internists  and  had  careful 
medical  histories  and  thorough  physical 
examinations.  Thyroid,  liver,  renal,  and 
electrolyte  studies  were  normal. 

Lithium  competes  with  sodium  at  the 
distal  convoluted  tubules  of  the  kidney; 
therefore  kidney  integrity  is  essential.  If 
severe  kidney  disease  is  present,  lithium 
balance  will  be  disrupted.  Therefore,  this  is 
the  one  absolute  contraindication  to  the  use 
of  lithium.  Lithium  carbonate  is  the  only 
psychiatric  medication  of  which  we  are  aware 
that  can  be  monitored  in  the  blood.  Serum 
lithium  levels  are  determined  at  least  weekly 
together  with  weekly  monitoring  of  the 
mental  status.  The  use  of  both  clinical  and 
blood  level  monitoring  places  the  physician 
in  control  of  the  situation.  He  is  unlikely  to 
be  in  trouble  with  the  lithium  therapy  as  long 
as  serum  lithium  levels  are  kept  below  2.0 
mEq/L.  Since  older  persons  excrete  lithium 
slowly  via  the  kidneys  and  detoxify  the 
medication  slowly  in  the  liver,  it  is  wise  to 
assure  that  serum  lithium  levels  do  not 
exceed  the  1.5  MEq/L  range.  If  a patient 
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who  is  a hypertensive  is  on  a diuretic, 
biweekly  serum  lithium  and  serum  electrolyte 
levels  are  necessary.  If  the  serum  sodium 
levels  drop  below  the  normal  range,  lithium 
dosage  must  be  reduced  or  the  lithium 
discontinued,  especially  if  the  patient  must 
remain  on  the  diuretic.  Initially,  all  patients 
in  the  current  study  were  started  on  lithium 
carbonate  300  mg  twice  daily.  Lithium 
dosage  was  not  increased  until  a week  had 
passed  and  two  serum  lithium  levels  were 
available,  together  with  a clinical  review  of 
the  physical  and  mental  status,  making  sure 
that  no  pre-toxic  or  toxic  symptoms  existed. 
A review  of  the  literature  and  my  own 
observations^  indicate  that  lithium  is  a non- 
addicting and  non-habit-forming  medication. 
It  has  been  my  experience  and  the  experience 
of  others  with  extensive  clinical  use  of 
lithium  carbonate  that  side-effects  and  pre- 
toxic or  toxic  symptoms  are  reversible  with 
discontinuation  of  the  lithium.  In  order  to 
insure  reliability,  and  reduce  the  chance  of 
self-destructive  actions,  an  ally  must  be  made 
of  a close  relative  of  the  patient,  and  in  this 
way  there  will  be  a countercheck  of  lithium 
dosage  and  alcoholic  abstinence. 

EPIDEMIOLOGICAL  AND  DEMOGRAPHIC 
FACTORS  IN  ALCOHOLISM 

The  etiology  of  alcoholism  is  still  obscure. 
Many  studies  show  that  some  alocholics 
followed  through  long  periods  of  sobriety 
appear  to  have  a depressive  illness  with  other 
blood  relatives  also  depressed  and  affected  by 
the  alcoholic  habit.  Some  have  a history  of 
sociopathy,  while  others  appear  to  have  no 
definable  psychiatric  condition  other  than 
alcoholism.  More  men  than  women  become 
alcoholic,  the  ratio  usually  reported  as  five  to 
one.  Alcoholism  runs  in  families,  at  least  25 
per  cent  of  the  fathers  and  brothers  of 
alcoholics  being  alcoholic.  It  is  relatively 
eommon  among  urban  Negros  and 
American-Irish-Catholics,  and  rare  among 
Jews.  There  is  a correlation  between  troubles 
in  high  school,  delinquency,  truancy,  and 
some  predictable  future  troubles  with 
alcohol.  People  living  on  farms  or  small 
towns  have  a lesser  incidence  of  alcoholism 
than  city-dwellers. 

The  age  of  risk  is  between  20  and  45  years 
of  age,  although  of  late  the  lower  age  limit  is 
dropping  into  the  low  teens.  Evidence 


suggests  that  older  alcoholics  who  reach  the 
age  of  50  or  55  years  have  a somewhat  better 
prognosis  than  do  younger  alcoholics.  The 
incidence  of  alcohol  problems  among  the 
aged  has  been  estimated  to  be  as  high  as  50 
per  cent  in  the  population  over  age  65. 

MEDICAL  COMPLICATIONS  OF  ALCOHOLISM 

Three  types  of  problems  bring  the 
alcoholic  to  the  physician:  I)  medical 

complications,  2)  withdrawal  symptoms,  and 
3)  the  compulsion  to  drink  despite  adverse 
consequences.  All  alocholics  should  have  a 
complete  physical  examination.  Thirsty 
alcoholics  may  be  disguising  occult  diabetes 
mellitus.  Alcoholics  are  prone  to  develop 
pancreatitis  which  may  lead  to  chronic 
pancreatitis  which  may  lead  to  other 
problems.  While  prevalence  of  tuberculosis 
has  decreased,  its  incidence  and  prevalence 
are  higher  in  alcoholics  than  in  the  general 
public.  Since  alcoholics  often  are  ataxic  and 
hence  fall,  subdural  hematoma  is  always  a 
possibility  and  is  easily  missed.  The  incidence 
of  peripheral  neuropathy  is  high  in 
alcoholics.  They  often  have  bruises  around 
the  trunk  and  lower  extremities  because  of 
stumbling  and  falling  over  furniture.  A small 
percentage  have  tachycardia  and 
hypertension.  Laennec’s  cirrhosis  with 
secondary  hemorrhoid  problems  is  not 
infrequent. 

Gastritis  and  gouty  attacks  may  be  alcohol 
related.  Some  studies  show  that  the  retention 
of  uric  acid  is  directly  related  to  the 
metabolism  of  alcohol.  Cardiomyopathy  and 
myopathy  are  not  infrequent  complications  of 
alcoholism.  Anemia  of  any  kind  should  alert 
the  physician  to  the  possibility  of  alcoholism, 
and  rarely,  hemolytic  anemia  with  stoma- 
tocytosis  is  found. 

Alcoholism  and  acute  alcoholic 
intoxication  may  effect  the  dosage 
requirements  or  oral  hypoglycemic  agents, 
anticonvulsants,  and  anticoagulants,  because 
of  the  effect  on  hepatic  metabolism  and  liver 
enzymes. 

USE  OF  MEDICATIONS  IN  THE  TREATMENT 
OF  ALCOHOLISM 

Such  minor  tranquilizers  as  the 
benzodiazepines  have  proven  useful  by 
reducing  feelings  of  apprehension  and 


Efficacy  Of  Lithium  Carbonate  In  Alcoholism:  Case  Studies 


87 


anxiety.  The  phenothia/ines  do  not  produce 
withdrawal  syndromes  as  do  the  minor 
tranquilizers,  and  their  actions  are 
subcortical.  The  phenothia/ines  are  best  used 
in  alcoholic  patients  who  are  psychotic  or 
schizophrenic,  l.ibrium®  (chlordiazepoxide) 
and  Vistaril®  (hydroxzine  pamoate)  can 
produce  cross  addiction  with  alcohol 
withdrawal  states.  I.  SI)  and  the 
antitrichomonal,  Flagyl®  have  enjoyed  some 
clinical  popularity,  but  no  demonstrated 
elTicacy.^ 

ALCOHOLIC  WITHDRAWAL  SYNDROME 

Accord  ing  to  Mendelsohn  et  al,^ 
withdrawal  can  range  from  a mild  self-inflicted 
state  of  anxiety  or  psychomotor  agitation  to 
a potentially  lethal  condition.  The  reported 
mortality  rate  20  to  30  years  ago  was  15  per 
cent,  while  currently  it  is  approximately  0.5 
per  cent.  The  difference  in  mortality  is 
attributable  to  the  use  of  more  sophicticated 
medications,  better  treatment  of  secondary 
infections,  and  better  and  quicker 
management  of  electrolyte  imbalance. 

The  clinician  may  see  all  or  part  of  the 
withdrawal  syndrome  or  delirium  tremens 
(DT’s).  The  clinical  picture  usually  includes 
“shakes,”  sometimes  benign  hallucinations, 
and  occasionally  grand  mal  seizures, 
especially  in  the  first  24  hours.  On  the  third 
day  the  heavy  drinker  will  get  the  typical 
DT's.  This  constitutes  a major  medical 
emergency  which  requires  energetic  and 
immediate  treatment.  Such  tranquilizers  as 
Thorazine®  and  Librium,®  especially  the 
latter,  are  helpful.  Sellers  has  shown  that 
lithium  carbonate  is  useful.  Some  studies 
have  found  that  the  hyperactivity,  psycho- 
motor agitation  and  insomnia  occurring  in 
alcoholism  are  due  to  sodium  retention  in 
the  CNS  and  it  is  believed  that  lithium  re- 
places intraneural  sodium,  stabilizing  the 
neuronal  membrane  and  thus  correcting  the 
neurophysiological  abnormality. 

CROSS  DEPENDENCIES  AND  TOLERANCE 

According  to  Mendelsohn  et  al,'  there  is 
little  cross  dependency  between  sedatives  and 
narcotics,  but  there  are  8 to  18  per  cent  of 
heroin  addicts  who  are  on  methadone  who 
use  alcohol  to  excess.  Alcohol  excess  alters 
tolerance  and  increases  the  dosage 
requirements  of  medication  such  as 
anesthetics.  The  alcohol  effects  liver 


metabolism  and  liver  enzym.es  can  speed  up 
the  metabolism  of  other  drugs  when  the 
alcohol  is  not  being  used.  One  of  the 
problems  in  treating  alcoholics  with  minor 
tranquilizers  is  the  synergism  that  exists 
between  that  type  of  medication  and  alcohol, 
and  also  the  rapid  development  of 
crosstolerance  and  dependency. 

Three  frequently  used  treatment  modalities 
for  alcoholics  are  group  therapy,  disulfiram 
(Antabuse®),**  and  Alcoholics  Anonymous. 
Studies  show  that  combinations  of  the  three 
modalities  have  usefulness. 

CASE  REPORTS 

Case  1.  A 35  year  old  male  shopkeeper, 
who  came  from  a family  of  heavy  alcohol 
drinkers,  felt  he  was  following  a family 
tradition  of  self-destructiveness,  all  of  the 
drinkers  having  eventually  died  of  cirrhosis. 
Lake  an  arrow  heading  toward  the  target, 
nothing  could  stop  him  until  his  wife,  and 
especially,  the  children  started  standing  in 
judgment  of  him.  This  frightened  him  and 
caused  him  to  have  a deep  feeling  of  shame. 
He  went  to  counseling  with  a local 
professional,  entered  Alcoholics  Anonymous, 
and  later  began  to  sink  back  into  old  ways 
and  the  “old  habit  took  over”.  He  was  placed 
by  a local  medical  doctor  on  Antabuse®, 
which  he  took  infrequently.  It  was  at  about 
this  time  that  I was  asked  to  see  him  and 
found  him  to  be  a depressed,  despaired, 
disillusioned  person  who  had  “given  up”  on 
himself  and  was  ready  to  complete  his 
self-destructiveness  downhill  course.  1 had  his 
liver  function  studies  checked.  Despite  his 
alcoholic  habit,  his  liver  was  still  in  decent 
shape  with  some  evidence  of  early  cirrhosis, 
but  apparently  not  yet  fibrotic.  His  kidney 
and  thyroid  function  studies  were  normal, 
and  he  had  no  sodium  imbalance.  I therefore 
considered  him  for  lithium  carbonate 
therapy.  1 found  him  to  be  a refractory 
endogenous  depressive  with  a strong  family 
history  of  depression  and  alcoholism.  I 
started  him  on  600  mg  of  lithium  carbonate 
at  hour  of  sleep,  and  in  five  days  he  reported 
feeling  “calmer”,  “not  so  edgy”,  but  with 
some  side-effects  of  nausea,  lithium 
insomnia,  slight  ataxia,  slight  hand  tremors, 
but  wanting  to  return  to  work.  He  did  return 
to  work  after  a long  sabbatical.  Within  five 
days  his  lithium  was  increased  to  900  mg 
daily  — 300  on  arising,  600  at  bed-time.  Two 
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weeks  after  starting  lithium  carbonate  he  was 
continuing  to  function  well  in  work  and  felt 
relaxed.  His  lithium  carbonate  was  increased 
to  1200  mg  daily  - 600  mg  on  arising,  and 
600  mg  at  bed-time.  Serum  lithium  levels 
were  taken  biweekly  ranging  between  0.5 
mEq  / L to  0.9  mEq/  L.  Six  weeks  after  starting 
the  regime,  he  continued  to  take  1200  mg 
daily  with  a serum  lithium  level  of  0.7 
rnEq/L,  with  side-effects  of  slight  hand 
tremor,  but  feeling  more  energetic,  less 
irritable  with  less  need  for  sleep  and  no  need 
for  alcohol.  After  nine  weeks  patient’s  serum 
lithium  rose  to  1.13  mEq  L on  1200  mg  of 
lithium  carbonate  daily.  Later  he  admitted  to 
cheating  in  that  he  was  “taking  alcohol  and 
was  skipping  some  lithium  dosages”.  At  that 
time  1 added  Elavil®  50  mg  daily  at  bed-time 
to  reduce  lithium  insomnia,  which  occurs  in 
about  10  per  cent  of  patients  on  lithium.  We 
made  an  ally  out  of  his  wife,  who  kept 
careful  track  of  his  lithium  When  the 
patient’s  motivation  started  slipping,  she 
made  sure  that  he  took  his  600  mg  twice 
daily  with  good  results  and  less  need  for 
alcohol,  although  he  admitted  to  taking  an 
occasional  beer. 

Case  2.  A 29  year  old  male,  who  was 
bright,  articulate,  and  “following  a family 
tradition”  of  “drinking  alcohol”.  He  had  been 
heavily  indulging  for  the  past  five  years.  His 
marriage  was  in  jeopardy  because  of  the 
alcoholic  habit.  His  medical  examination  was 
negative  except  for  early  stages  of  Laennec’s 
cirrhosis,  with  slight  abnormalities  of  liver 
function  tests.  The  thyroid,  renal,  and 
electrolyte  studies  were  all  in  the  normal 
range.  He  was  started  on  lithium  carbonate 
600  mg  at  bedtime,  with  a serum  lithium  level 
of  0.4  mEq  'L.  During  the  first  week  he  had 
transient  nausea  and  slight  hand  tremors 
with  “better  impulse  control”  and  was  “less 
irritable”.  He  did  not  feel  sedated  but  noted 
“a  feeling  of  calmness”.  Alcoholic 
consumption  was  reduced  from  12  to  8 cans 
of  beer  daily  and  eventually  to  6 cans  of  beer 
every  other  day.  In  the  second  week  the 
patient’s  lithium  carbonate  was  increased  to 
900  mEq  L daily  (600  mg  at  bed-time,  and 
300  mg  on  arising).  Patient  noted  a slight 
increase  in  nausea  and  intermittent  diarrhea, 
with  serum  lithium  levels  ranging  between  0.6 
mEq  L and  0.9  mEq  L.  At  the  end  of  four 
weeks  the  patient  was  maintained  on  900  mg 


of  lithium  carbonate  daily  with  serum  lithium 
levels  on  a weekly  basis  averaging  between 
0.9  mEq/L  and  1.0  mEq/[..  Patient  stated 
that  he  felt  less  depressed,  less  irritable,  and 
with  feelings  of  calmness  prevailing.  Later  he 
noted  “feeling  less  impulse  ridden”  and  “less 
angry.”  Patient  also  felt  his  ability  to  con- 
centrate had  improved  and  he  felt  more  pro- 
ductive in  his  work. 

At  the  end  of  five  weeks,  he  was  continued 
on  900  mg  of  lithium  carbonate  and 
developed  pretoxic  symptoms  of  ataxia, 
disequilibrium,  and  hand  tremors  with  a 
serum  lithium  level  of  1.03  mEq.  Lithium 
carbonate  was  reduced  to  600  mg  daily  (300 
mg  on  arising  and  300  mg  at  6;00  pm). 
Patient  then  became  insomniac,  so  that 
Elavil®  100  mg  at  bed-time,  a 
sedative  serontonergic  tricyclic  antidepressant, 
was  started  with  good  results  in  terms  of 
diminution  of  insomnia.  It  was  noted  that  the 
patient  had  a history  of  anxiety  tremors 
preceding  the  start  of  lithium  carbonate 
therapy.  Patient  admitted  at  this  time  to 
“taking  3 to  6 cans  of  beer  daily”  instead  of 
his  “usual  dozen.”  At  8 weeks  the  patient  was 
without  side-effects  with  disappearance  of 
ataxia  and  tremors;  he  was  continued  on  300 
mg  of  lithium  carbonate  at  noon  and 
bedtime.  At  12  w'eeks,  there  was  a relapse 
w'ith  regression  to  alcoholic  habits  and  a 
return  of  depressive  affect  and  anxiety,  with 
a drop  in  serum  lithium  to  0.2  mEq.  Patient 
at  that  time  had  started  a new  job.  He  became 
fearful  with  occasional  confusional  states  as 
his  anxiety  level  increased,  and  expressed 
definite  “fear  of  falling  apart”. 

At  the  end  of  the  8th  week,  Elavil®  was 
discontinued.  I discussed  with  the  patient  the 
idea  of  seeing  a neurologist,  getting  a 
neurological  examination,  electroencephalo- 
gram, and  a computerized  axial  tomography 
(CAl  scan).  Neurological  examination, 
electroencephalogram,  and  CAT  scan  were 
negative.  F^atient  tried  to  stop  alcohol 
completely,  developed  paranoid  fears,  and 
was  doubtful  of  whether  he  would  resume 
lithium  carbonate  therapy,  but  decided  he 
would.  Louring  the  9th  week  to  the  end  of  the 
12th  week,  the  patient  began  feeling 
somewhat  better  and  stopped  drinking.  At 
the  end  of  the  12th  week  the  lithium 
carbonate  was  maintained  at  900  mg  daily 
with  serum  lithium  levels  averaging  1.15 
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niEq/l,,  with  no  side-effects  or  toxic 
symptoms.  At  the  end  of  the  14th  week,  the 
serum  lithium  level  was  0.9  niE'q/l..  He  was 
maintained  on  900  mg  daily  and  felt  more 
relaxed  “than  in  a long  time”. 

Between  the  16th  to  the  24th  week  the 
patient  was  continued  on  900  mg  daily  with 
serum  lithium  levels  between  0.7  to  1.12  mEq 
on  weekly  scrum  lithium  monitoring.  Patient 
admitted  to  drinking  3 to  4 cans  of  beer 
several  times  weekly  and  developed  diarrhea. 
Elavil®  10  mg  at  bed-time  was  instituted  for 
anticholinergic,  antidepressive,  and 
antianxiety  effect  in  combination  with  the 
lithium  carbonate  900  mg  daily.  Currently, 
the  patient  is  on  1200  mg  of  lithium 
carbonate  daily  (600  mg  twice  daily)  with  no 
other  medications,  f’atient  is  functioning  well 
with  “infrequent  drinking  of  beer”  (one  day  a 
week  he  drinks  five  beers).  Ele  is  less 
depressed  with  an  improved  social  life,  better 
exercise  of  judgment  in  his  work,  less  cyclic 
mood  swing,  and  serum  lithium  levels 
between  0.8  to  1.2mEq,  with  no  side-effects 
or  toxic  symptomotology. 

Case  3.  This  is  a 45  year  old,  female,  who 
is  widowed,  bright,  and  capable,  held  a 
responsible  job,  and  has  always  been  a good 
performer.  Patient  has  been  subject  to 
psychic  swings  of  emotion  all  her  life,  but  in 
the  last  ten  years  depression  has  become  her 
almost  constant  affect.  Her  nuclear  family  is 
replete  with  depressives  and  “heavy 
drinkers”.  As  her  depression  became  deeper 
and  was  “always  with  her”,  she  became  more 
desperate.  What  had  seemed  like  casual 
drinking  15  years  ago,  in  the  last  10  years 
became  a recognizable  and  crippling  problem 
to  her.  The  increase  in  alcoholic  consumption 
appears  to  be  proportionate  to  the  depth  and 
constancy  of  her  depressive  affect,  which  is 
manifested  by  sadness,  feelings  of 
helplessness,  multiple  non-specific  body 
symptoms,  especially  in  the  gastrointestinal 
tract,  with  poor  energy  levels,  difficulty  in 
concentrating,  and  declining  interest  in 
pursuing  former  goals.  The  patient  says  she 
drinks  “to  relax  herself’  and  escape  the 
“always  present  feeling  of  lousiness”.  Since 
the  patient  lives  with  a male  friend  who  is 
reliable  and  has  been  trying  to  help  her  I 
knew  when  I introduced  the  idea  of  lithium 
carbonate  therapy  that  I had  an  ally,  which 
was  necessary  in  this  case.  The  patient  was 


initially  given  lithium  carbonate  300  mg 
orally  at  bedtime.  I he  patient  quickly 
developed  nausea  and  hand  tremors  with 
serum  lithium  levels  of  0.2mEq.  With  the  low 
lithium  dosage  and  low  serum  lithium  levels 
the  side-effects  did  not  make  sense.  When  1 
told  the  patient  that  these  symptoms  were 
transient,  the  symptoms  disappeared  in  a 
day,  despite  an  increase  of  lithium  carbonate 
to  600  mg  daily,  with  serum  lithium  levels 
between  0.4  mEq  and  0.5  mEq.  One  must 
always  wonder  how  much  of  a role 
suggestibility  plays  in  the  production  or 
improvement  of  symptoms,  since  I had 
stressed  to  the  patient  prior  to  initiating 
lithium  therapy  that  she  might  feel  nauseous 
and  have  some  hand  tremors.  Lithium 
carbonate  was  increased  at  the  end  of  a week 
to  900  mg  daily  with  serum  lithium  levels  of 
0.6  to  0.7  mEq.  The  patient  began  to 
experience  what  she  called  “a  strange  feeling” 
which  she  could  not  explain  despite  good 
verbal  skills  and  high  intelligence.  She  was 
finally  able  to  admit  that  she  felt  “calmer”, 
but  having  never  experienced  that  affect,  she 
had  difficulty  allowing  herself  to  describe  the 
“good  feelings”.  Patient  has  been  maintained 
on  900  mg  by  mouth,  divided  into  300  mg  three 
times  daily.  Patient  continues  to  have  less 
desire  for  alcohol,  feels  less  depressed,  and  is 
hopeful  of  returning  to  her  former 
employment.  Her  male  friend  finds  he  has 
less  of  a burden  in  that  he  no  longer  has  to 
monitor  the  patient  as  she  becomes  more 
motivated  and  more  accustomed  to  the 
lithium  regime  and  more  accustomed  to 
experiencing  good  feelings  instead  of  “lousy 
feelings”. 

COMMENTS 

Alcoholism  is  a chronic,  incurable  disease 
subject  to  relapses.  It  has  to  be  thought  of  as 
a physical  and  psychological  disorder 
characterized  by  impulsive  and  compulsive 
drinking,  tolerance,  and  physiological 
addiction  with  multiple  organic  sequelae. 

Numerous  studies  show  that  coerced 
patients,  even  after  several  months  of 
treatment,  still  require  external  pressure 
which,  when  removed,  usually  is  not  replaced 
by  self-motivated  desire  to  stay  in 
psychotherapy  or  continue  with  lithium 
treatment.  This  and  other  studies  suggest  that 
coercion  is  unlikely  to  succeed  when  the 
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patient  has  little  to  lose  by  not  complying. 
However,  if  one  can  make  an  ally  out  of  a 
family  member  or  friend  to  help  the  patient 
keep  his/her  commitment  to  psychotherapy 
and  taking  medications,  the  results  are  better 
in  some  cases  than  asking  the  patients  to  do 
it  for  themselves. 


Profile  "20" 
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DIVISION  OF  CARDIOLOGY 

THE  ST.  VINCENT  HOSPITAL 

Worcester,  Massachusetts  announces 

FOURTH  ANNUAL 

CARDIOVASCULAR 

SYMPOSIUM 

and 

EIGHTH  ANNUAL 

PAUL  WARE  LECTURE 

Wednesday,  April  5,  1978 

To  be  presented  at  the  Sheraton-Lincoln  Inn 
Worcester,  Massachusetts. 

$15  check  made  payable  to:  St.  Vincent 
Hospital,  should  be  sent  to: 

JANG  B.  SINGH,  M.D. 

Division  or  Cardiology 
St.  Vincent  Hospital 
Worcester,  MA  01604 

This  Program  is  approved  for  6 hours  of 
credit  in  Category  I of  CME. 


Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

lOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 
LDH 
SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUN 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


DIRECTOR 

ANGELO  VITICONTE,  A.  B.  M.  T. 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 
Ph.  D.  B.S.  M.T.  (ASCP) 
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MALPIUGTIGE 

QUESnONS 


Depend  on  Staiicweather  & Shepley 
for  the  answers  and  help 


Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


Starkweather  & ShepleyiNc 


Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 

155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 
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A full  range  of 
treatment... 


As  an  Air  Force  physician, 
you  may  practice  your  spe- 
cialty in  modern,  well- 
equipped  facilities  with  a 
complete  support  staff 


In  addition  to  the  wide 
spectrum  of  clinical  ex- 
perience you'll  gam.  you'll 
have  administrative  support 
to  alleviate  most  of  the  cleri- 
cal workload  The  type  of 
medicine  you  will  practice 
IS  based  on  the  needs  of  your 
patients,  regardless  of  their 
financial  status. 


Pnone: 


USAF 

Medical  Opportunities 


For  yourself  and  your  famify. 
Air  Force  medicine  will  pro- 
vide reasonable  working 
hours,  excellent  pay,  30  days 
of  paid  vacation  each  year, 
and  many  other  benefits. 


Consider  the  Air  Force 
Medical  Corps  - a reason- 
able alternative  for  today's 
physicians. 


For  complete  information 
contact: 


(617)  324-1223 
(Collect) 


200  Pleasant  Street 
Suite  415 
Malden,  MA  02148 
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Editorial 

PROGNOSIS  IN  MALIGNANT  MELANOMA 


A decade  has  passed  since  the  classical 
report  of  Wallace  H.  Clark,  Jr.,'  from  the 
Massachusetts  General  Hospital  on  “The 
Histogenesis  and  Biologic  Behavior  of 
Primary  Human  Malignant  Melanoma  of  the 
Skin”  based  on  a study  of  269  cases.  While 
Wallace’s  classification  is  not  followed 
I uniformly,  his  studies  have  had  a 
considerable  impact  on  the  understanding  of 
the  biological  behavior  of  melanoma.  He 
described  three  forms  of  human  melanoma: 
1.  superficial  spreading  melanoma,  2. 
r nodular  melanoma,  and  3.  lentigo  malignant 
melanoma.  His  evidence  has  led  him  to 
3’  conclude  that  superficial  spreading 
a;  melanoma  and  lentigo  malignant  melanoma 
(Hutchinson’s  melanotic  freckle),  though 
they  evolve  at  different  rates,  have  a long 
c|  period  of  superficial  growth,  followed  by  the 
n rapid  appearance  of  nodules  or  deeper 
*i  invasion  within  the  primary  lesion, 
j This  change  may  be  due  to  the  appearance 
fi  of  cells  of  aggressive  biological  potential.  The 
( primary  lesion  may  persist  for  a considerable 
n period  while  the  host,  due  to  selective 
} resistance  factors,  permits  the  growth  of 
fi  malignant  strains  of  cells.  It  is  these  cells 
.1  which  appear  to  be  capable  of  deeper  growth, 
i The  subdivision  of  each  of  the  forms  of 
V melanoma  into  five  anatomic  levels  of  invasion 
permits  the  assignment  of  an  accurate 
ij  prognosis  to  each  case. 

j Each  melanoma  has  a distinctive  clinical 
:)j  appearance,  even  in  its  superficial  and 
li  curable  phases.  Melanomas  are  probably 
ij  tumors  of  the  epidermal  melanocytes  and  not 
necessarily  derived  from  melanotic  nevi. 

: Each  tumor  has  a recognizable  appearance, 

I distinctive  miscroscopic  characteristics, 

‘ unique  fine  structure,  and  predictable 
biologic  behavior;  but  within  each  type 
behavior  may  be  accurately  predicted  by  the 
j depth  of  invasion.  The  levels  are  as  follows: 

’ Level  I.  All  the  tumor  cells  are  above  the 
1 basement  membrane.  This  is  by  definition  in 
j|  situ  melanoma. 

A. 


Level  H.  The  neoplastic  cells  have  broken 
through  the  basement  membrane  and 
extended  into  the  papillary  dermis,  but  have 
not  gone  to  the  reticular  dermis. 

Level  HI.  This  is  the  interface  between 
papillary  and  reticular  dermis  where  collagen 
begins  to  be  organized  into  bundles. 

Level  IV.  Extension  to  this  depth  shows 
neoplastic  cells  between  the  bundles  of 
collagen  characteristic  of  the  reticular  dermis. 

Level  V.  This  is  characterized  by  invasion 
into  the  subcutaneous  tissue. 

The  comparative  survival  periods  (upwards 
of  five  years)  for  the  three  types  of  melanoma 
were  46.5  per  cent  for  superficial  spreading 
melanoma,  27.3  per  cent  for  nodular 
melanoma,  and  55  per  cent  for  lentigo 
maligna  melanoma.  However,  if  the  level  of 
invasion  were  used  irrespective  of  clinical 
type,  the  survival  rates  were  72.2  per  cent  for 
level  11,  46.5  per  cent  for  level  111,  31.6  per 
cent  for  level  IV,  and  12.0  per  cent  for  level 
V.  The  latter  figure  was  probably  high  due  to 
insufficient  follow-up  (average  of  3.5  years  as 
contrasted  to  five  or  more  years  for  the  other 
categories).  Combining  the  clinical  and 
histologic  types  with  the  level  of  invasion 
appears  to  give  a sophisticated  method  of 
prognosis. 

Breslow^  in  1970  described  the  use  of  the 
thickness  of  the  tumor  measured  with  a 
micrometer  as  a prognostic  indicator.  This 
method  has  now  also  been  widely  used.  A 
number  of  other  reports  having  bearing  on 
the  prognosis  of  melanoma  have  appeared 
recently.  Das  Gupta^  based  on  a study  of  269 
cases  concluded  that  the  level  of  invasion  as 
proposed  by  Clark  is  extremely  useful,  but 
that  the  prognosis  is  also  dependent  on  the 
presence  or  absence  of  regional  node 
metastases.  In  his  experience  wide  local 
excision  is  adequate  for  level  11  and  for  thin 
level  HI.  For  thick  level  HI,  and  for  levels  IV 
and  V,  however,  the  best  salvage  rate  is 
obtained  by  an  aggressive  surgical  approach 
involving  regional  node  dissection  where 
feasible  and  adjuvant  therapy. 
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C'ohen  et  aH  have  reported  on  the 
prognostie  factors  in  patients  undergoing 
lymphadenectomy  for  malignant  melanoma. 
They  analyzed  118  melanomas  in  117 
patients  who  had  undergone  node  dissection 
“prophylactic^  (61  dissections)  or 
“therapeutic”  (57  dissections).  No  level  I 
cases  were  included  in  the  analysis.  Among 
the  cases  where  the  nodes  were  clinically 
negative,  they  were  histologically  positive  in 
21  per  cent.  Where  they  were  clinically 
positive,  they  were  histologically  positive  in 
91  per  cent  of  cases.  The  authors  found  that 
the  site  of  the  melanoma  and  the  lymph  node 
status  to  be  more  strongly  correlated  with 
prognosis  than  either  the  level  of  invasion 
(Clark)  or  the  thickness  of  the  primary  lesion 
( Breslow). 

The  WHO  melanoma  Groups  reported  on  a 
prospectively  randomized  series  of  267  cases 
in  which  primary  excision  and  immediate 
regional  dissection  were  carried  out,  as 
compared  to  286  cases  in  which  wide 
dissection  was  carried  out  at  the  time  of 
appearance  of  metastases.  There  was  no 
difference  in  survival  between  the  two  groups 
regardless  of  how  the  data  were  analyzed 
(sex,  site,  maximum  diameter,  Clark’s  level, 
or  Breslow’s  thickness).  They  concluded  that 
elective  node  dissection  does  not  improve  the 
prognosis  in  melanoma  of  the  limbs  and  is 
not  recommended  where  patients  cannot  be 
followed  at  intervals  of  three  months. 

Holmes  et  al  ^ reviewed  their  experience 
with  294  regional  lymph  node  dissections  in 
250  patients.  Wallace  Clark  was  a paticipant 
in  this  study.  They  correlated  the  incidence  of 
regional  node  metastases  with  Clark’s  levels 
(level  HI,  29  per  cent;  level  IV,  42  per  cent; 
and  level  V,  58  percent).  Primary  melanomas 
of  thickness  greater  than  1.5  mm  had  a 38 
per  cent  incidence  of  positive  regional  nodes. 
They  therefore  recommended  regional 
lymphadenectomy  in  patients  with  Clark’s 
levels  HI,  IV,  and  V,  and  in  cases  of 
melanoma  of  thickness  greater  than  1.5  mm. 

Elias  et  aP  of  the  Roswell  Park  Memorial 
Hospital  reviewed  248  patients  with 
malignant  melanoma.  They  concluded  that 
sex,  size  of  the  lesion,  level  of  invasion  of  the 
primary  lesion,  clinical  status  of  the  regional 
nodes,  and  blood  vessel  and  lymphatic 
invasion  were  all  of  prognostic  significance. 
The  degree  of  lymphatic  and  blood  vessel 


invasion  correlated  with  the  level  of  invasion 
with  respect  to  prognosis.  Gilchrist  et  aP  in  a 
study  ol  415  cases  of  primary  malignant 
melanoma  concluded  that  blood  vessel 
invasion  at  the  primary  site  is  a superior 
discriminant  for  an  adverse  prognosis. 

Breslow,*^  whose  studies  relating  to  the 
thickness  of  the  lesion  have  been  previously 
mentioned,  correlates  the  resection  margin 
with  the  depth  of  the  lesion.  In  lesions  less 
than  0.76  mm  thick,  where  the  margin  ranged 
from  0. 1 to  5.5  cm,  with  32  per  cent  having  a 
margin  of  1.0  cm  or  less,  there  was  no  local 
recurrence.  He  believes,  therefore,  that 
lesions  as  thin  as  this  should  be  treated 
conservatively  with  the  resection  margin 
depending  on  the  anatomical  location  of  the 
tumor. 

Fortner  et  al"^  of  the  Memorial  Sloan- 
Kettering  Center  reported  on  259  patients 
with  malignant  melanoma  who  had  elective 
node  dissection.  Microscopic  metastases  were 
found  in  15  per  cent  of  these  patients.  In  a 
later  series  of  258  patients  they  found  that 
the  depth  of  invasion  based  on  Clark’s  levels 
correlated  directly  with  the  absence  of  lymph 
node  metastases,  extent  of  nodal 
involvement,  and  rate  of  recurrence. 

According  to  Smith"  of  the  M.D. 
Anderson  Hospital  the  clinical  staging  of 
melanoma  still  has  a role  in  prognosis.  This 
system  provides  for  the  following  stages: 
Stage  0,  superficial  melanoma  only;  Stage  I, 
primary  melanoma  (no  metastases);  Stage  11, 
local  recurrence  within  3 cm  of  the  primary 
lesion;  Stage  HI,  regional  metastases  more 
than  3 cm  from  the  lesion  (A.  intradermal;  B. 
regional  lymph  nodes;  AB.  intradermal  and 
regional  nodes);  and  Stage  IV,  distant 
hematogenous  metastases.  In  a review  of  510 
patients  the  overall  5 and  10  year  survivals 
were  56  per  cent  and  43  per  cent.  Women 
appeared  to  fare  better  than  men  (at  five 
years  63  vs  49  per  cent  respectively).  Overall 
5 and  10  year  survivals  for  Stage  0 and  I 
lesions  were  67  and  54  per  cent  respectively, 
as  compared  to  30  and  16  per  cent  for  Stage 
IH-B  patients.  Smith  believes  that  of  the 
three  factors  most  closely  related  to 
biological  behavior  — level  of  invasion, 
thickness  of  the  tumor,  and  degree  of 
inflammatory  response  — the  measured 
(Continued  on  Page  102) 
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COIAGE' 

dicx:tyl  sodium  sulfosuccinate 


COLACEthe 

most  widdy  used 
stool  sdtener. 

COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


PHARMACEUTICAL  DIVISION 


oes  it  influence  your  choice  of 
peripheral/cerebral  vasodilator  ? 


asodilan-compatible  with  coexisting  diseases 
e.g.,  giaucoma,  diabetes) 

asodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
ot  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 


^sodiian-compatibie  with  concomitant  therapy 


'asodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
is  compatible  with  such  drugsas  hypoglycemicsand  miotics. 


fasodiian-compatibie  with  your  totai  regimen  for 
ascuiar  insufficiency 


asodilan  can  bea  valuableadjunct  in  planninga  total  therapeutic  program  for 
scular  insufficiency. 


ndications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
:lassified  the  indications  as  follows: 

“ossibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 
In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

■inal  classification  of  the  less-than-effective  indications  requires  further  in- 
restigation. 


mposition:  Vasodilan  tablets,  isoxsuprine  FICI.  10  mg.  and  20  mg. 
sodilan  iniection,  isoxsuprine  FICI,  5 mg.,  per  ml. 
sage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily, 
ramuscular:  5 to  10  mg.d  or  2 ml.)  two  or  three  times  daily.  Intramuscular 
ministration  may  be  used  initially  in  severe  or  acute  conditions, 
ntraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
when  administered  in  recommended  doses.  Should  not  be  given  immediately 
stpartum  or  in  the  presence  of  arterial  bleeding. 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100, 1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Iniection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U S Pal.  No,  3,056,836 


lUASODIlAN 


ISOXSUPRINE  HCI) 

0 mg  q.i.d.  recommended  dosage 


20-mg  tablets 


mmw 
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C 1976  MEAD  JOHNSON  & COMPANY  • EVANSVILLE  INDIANA  47721  USA  MJL  7-A237R 


This  asthmalic 

Isn’t  worried  about  tils  next  breath... 


he's  active 
he’s  effeclively 
maintained  on 


conroins  theophylline  (onhydrous)  150  mg 
and  glyceryl  guoiocolote  (guaifenesin) 

90  mg  Elixir:  olcohol  15% 


• high  theophylline  for 
effective  around-the- 
clock  therapy 


1 00%  free  theophylline 

individualized 
theophylline  dosage 
schedule 


Indications:  For  the  symptonnotic  treatment  of  broncho 
spostic  conditions  such  os  bronchial  asthma, 
asthmatic  bronchitis,  chronic  bronchitis,  ond  pulmonory 
emphysema. 

Dosoge:  Initial:  Adults:  1-2  copsules  or  l-2toblespoon- 
fuls  elixir  every  6-8  hours,  children  8-12:  1 toblespconful 
or  one  capsule  every  6-8  hours  ond  children  under  8: 

3 to  5 mg  theophylline/kg  body  weight  every  6-8 
hours.  Theophylline  dosage  moy  be  cautiously  in- 
creosed  to  2000  mg/24  hr  in  adults  or  7 mg/kg  in 
children:  monitoring  of  serum  theophylline  levels  at 
higher  dosoges  is  recommended. 

Precautions:  Do  not  odminister  more  frequently  than 
every  6 hours,  or  within  12  hours  ofter  rectal  dose  of 
any  preporotion  containing  theophylline  or  omino- 
phylline.  Do  not  give  other  xanthine  derivatives  con- 
currently. Use  in  cose  of  pregnancy  only  when  clearly 
needed. 

Adverse  Reoctions:  Theophylline  may  exert  some  stim- 
ulating effect  on  the  central  nervous  system.  Its  admin- 
istration moy  cause  locol  irritation  of  the  gastric  mucosa, 
with  possible  gastric  discomfort,  nouseo  ond  vomiting. 
The  frequency  of  odverse  reoctions  is  reloted  to  the 
serum  theophylline  level  ond  ore  not  usually  o prob- 
lem of  serum  theophylline  ieveis  below  20/ig/ml. 

How  Supplied:  Capsules  in  bottles  of  100  and  1000  and 
unit-dose  pocks  of  100:  Elixir  in  bottles  of  1 pint  ond 
1 gallon. 
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Report  Of  The  House  Of  Delegates 


Meeting  February  1,  1978 

A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  in  the 
auditorium  of  the  Society  on  Wednesday, 
February  1,  1978.  The  meeting  was  called  to 
order  by  the  Speaker  of  the  House,  Dr.  Leonard 
S.  Staudinger  at  2: 10  p.m. 

Delegates  in  attendance  were:  Doctors  Peter 
B.  Baute,  Joseph  R.  Peltier,  W.  A.  Van  Haaren, 
Richard  T.  Zuerner,  Juan  N.  Medina,  Paul  J. 
M.  Healey,  Richard  E.  Kuhn,  Louis  A. 
Morrone,  Erwin  Siegmund,  Douglas  Rayner, 
John  L.  Mac  Iver,  Orazio  Basile,  Alban  J. 
LeBlanc,  James  R.  Hagerty,  Richard  W.  Perry, 
Constantine  Pagonis,  Charles  J.  Ashworth,  Jr., 
ThomasG.  Breslin,  John  J.  Coughlin,  FrankG. 
DeLuca,  Donald  P.  Fitzpatrick,  Serafino 
Garella,  Herbert  F.  Hager,  Charles  L.  Hill, 
Harry  M.  lannotti,  William  S.  Klutz,  Betty  B. 
Mathieu,  Richard  T.  McDermott,  Jr.,  H. 
Raymond  McKendall,  Anthony  F.  Merlino, 
Daniel  Moore,  P.  Joseph  Pesare,  Robert  W. 
Riemer,  Guy  T.  Settipane,  Richard  P.  Sexton, 
Rajnikant  K.  Shah,  Louis  V.  Sorrentino,  Hugo 
Taussig,  Richard  L.  Testa,  Joseph  R.  Tucci, 
James  F.  Valicenti,  Louis  Arnow, (substituting 
for  George  P.  Lewis,  Jr.)  Royal  C.  Hudson,  Jr., 
(substituting  for  David  R.  Hallmann),  Frank 
W.  Sullivan,  Charles  B.  Round,  Joseph  E. 
Caruolo,  Melvyn  M.  Gelch. 

Delegates  absent  were:  Doctors  H.  Gerald 
Rock  (excused)  William  F.  Varr,  George  P. 
Lewis,  Jr.  (excused),  David  R.  Hallmann 
(excused),  Nathan  Sonkin,  Melvin  D.  Hoffman 
(excused),  Alphonse  R.  Cardi,  Erminio  Cardi, 
George  N.  Cooper,  Jr.,  (excused),  John  E. 
Farley,  Jr.,  Jerry  M.  Kheradi  (excused), 
Maurice  C.  Laufer  (excused),  Joseph  P. 
Lombardozzi  (excused),  Henry  J.  Robidoux, 
Wilma  S.  F.  Rosen,  Robert  G.  Rosenberg 
(excused),  William  Q.  Stumer  (excused). 

Members  Ex  Officio  present  were:  Doctors 
Seebert  J.  Goldowsky,  John  J.  Cunningham, 
Herbert  F.  Hager  and  William  J.  MacDonald. 

Member  Ex  Officio  absent  was:  Dr.  Joseph 
E.  Cannon. 

Commissioners  in  attendance  were:  Doctors 
Donald  P.  Fitzpatrick,  Kenneth  Liffmann, 
Daniel  Moore,  Jr.  and  Anthony  F.  Merlino. 


Commissioner  absent  was:  Dr.  Joseph  N. 
Cooper,  Jr.  (excused). 

Specialty  Society  Representatives  in 
attendance  were:  Doctors  Herbert  F.  Hager, 
James  B.  Leach,  Donald  B.  Singer(substituting 
for  Augustine  Colella),  Eufrocino  N.  Beltran, 
Guy  A.  Settipane,  Arthur  1.  Geltzer,  Charles  L. 
Hill,  Joseph  E.  Caruolo,  Paul  J.  M.  Healey, 
Walter  C.  Cotter  and  Ben  C.  Claunch. 

Specialty  Society  Representatives  absent 
were:  Doctors  Marshall  A.  Taylor,  Howard  S. 
Browne,  Jr.,  John  E.  Farley,  Jr.,  Charles  E. 
Millard,  Augustine  Colella  (excused), 
Augustine  M.  McNamee,  Richard  Peters  and 
Bencel  Schiff. 

Also  present  were:  Jim  Clarkin  and  Jim 
McGovern. 

Approval  of  Minutes  of  Previous  Meeting 

The  Speaker  noted  that  the  minutes  of  the 
October  12, 1977meetingofthe  House  had  been 
printed  and  distributed  by  the  Secretary. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  minutes  of  the  October  12,  1977 
meeting  of  the  House  of  Delegates  be  approved 
and  placed  on  file. 

Report  of  the  Secretary 

The  Speaker  noted  that  the  report  of  the 
Secretary  was  included  in  the  Handbook. 

Of  the  items  reported  the  following  were 
reviewed: 

#11 -Ladd  School 

Dr.  Frank  W.  Sullivan  explained  the 
Society’s  involvement  in  the  Ladd  School 
screening  physical  examinations. 

Dr.  P.  Joseph  Pesare  commended  Doctors 
Sullivan,  Virks  and  Grady  for  their  excellent 
handling  of  this  matter  as  representatives  of  the 
Society.  He  noted  that  to  date  89  physicians 
have  volunteered  and  513  patients  out  of  750 
have  been  examined.  Doctor  Sullivan  stated 
that  the  Governor  does  plan  to  recognize  the 
physicians  in  some  manner  when  the  program  is 
completed. 

#16 — The  Sunshine  Act 

It  was  recommended  and  approved  by  the 
house  that  a letter  be  sent  to  HEW  voicing 
disapproval  of  HEW’s  requirement  under  the 
Disclosure  Act  that  all  1977  Medicare  and 
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Medicaid  reimbursements  by  third  party 
carriers  to  physicians  be  made  available  to  the 
public  upon  request. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  Report  of  the  Secretary  be 
approved  and  placed  on  record. 

Report  of  the  Treasurer 

I he  Speaker  noted  that  the  Report  of  the 
I reasurer  was  included  in  the  handbook. 

The  t reasurer  expressed  dissatisfaction  with 
the  investment  funds  earnings  and  advised  that 
the  Sub-Committee  of  the  Budget  and  Finance 
Committee  would  meet  in  the  near  future  to 
discuss  other  alternatives  for  investing  these 
monies  and  will  present  such  recommendations 
to  the  Council  at  its  next  meeting. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  Report  of  the  Treasurer  as 
submitted  be  approved  and  placed  on  file 
subject  to  audit. 

Recommendations  from  the  Council 

I he  Vice-President,  Dr.  Charles  B.  Round, 
in  the  absence  of  the  Secretary,  Dr.  Melvin  D. 
Hoffman,  presented  the  recommendations 
from  the  Council  and  the  following  actions  were 
taken: 

1)  Spring  Meeting  of  the  House 

A motion  was  made,  seconded  and  voted  that 
the  recommendation  to  hold  the  Spring 
meeting  of  the  House  of  Delegates  on 
Wednesday,  March  15,  1978  at  2 p.m.  be 
adopted. 

2)  Blue  Shield  Directors 

A motion  was  made,  seconded  and  voted  that 
Doctors  John  J.  Cunningham,  Edmund  T. 
Hackman,  Kenneth  Liffmann,  and  Melvin  D. 
Hoffman  be  approved  as  Directors  of  Blue 
Shield. 

3)  Nursing  Home  Bill 

A motion  was  made,  seconded  and  voted  that 
the  House  of  Delegates  approves  the  Council’s 
position  relative  to  the  Nursing  Home  Bill: 

“In  reference  to  the  law  requiring  the 
pronouncement  of  death  of  a nursing  home 
patient  by  a physician,  it  is  the  opinion  of  the 
Council  that  a member  of  the  Society  is  acting 
within  moral  and  ethical  limits  if  he  should 
respond  in  a reasonable  amount  of  time  taking 
into  account  his  professional  responsibilities.” 

4)  The  Disabled  Physician 

A motion  was  made,  seconded  and  voted  to 
approve  the  mechanism  for  helping  the 
Disabled  Physician  as  outlined  in  Appendix  A 
of  the  Handbook. 


5)  Blue  Shield  Professional  Advisory 
Committee 

A motion  was  made,  seconded  and  voted  that 
Doctors  J.  Robert  Bowen,  Joseph  D.  DiMase, 
and  John  P.  Grady  be  reappointed  to  the 
Professional  Advisory  Committee  of  Blue 
Shield. 

Benevolence  Fund 

The  Speaker  noted  that  the  Trustees  of  the 
Benevolence  Fund  had  filed  their  1977financial 
report  for  the  information  of  the  House. 

The  Treasurer  noted  that  a total  of  $7,000  had 
been  received  from  151  contributors.  It  was 
requested  that  at  least  two  mailings  per  year 
soliciting  contributions  be  made. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  report  from  the  Trustees  of  the 
Benevolence  Fund  be  received  and  placed  on 
file. 

Report  of  the  Delegate  and  Alternate 
Delegate  to  the  AMA 

The  Speaker  noted  that  the  Report  of  the 
Delegate  and  Alternate  Delegate,  Doctors 
John  J.  Cunningham  and  Herbert  F.  Hager 
respectively,  were  included  in  the  handbook. 

Resolutions 

The  Speaker  presented  a resolution  as 
submitted  to  the  House  in  the  handbook  for  the 
meeting  from  Dr.  ThomasG.  Breslin  proposing 
that  the  Society  retain  a full-time  legal  counsel 
for  duties  both  as  a lobbyist  and  for  legal 
problems  that  the  Society  or  one  of  its  members 
might  have,  that  such  resolution  should  not  be 
put  before  the  Council  of  the  Society  and  that 
the  cost  of  such  legal  counsel  be  borne  by  an 
annual  assessment  of  $50  per  Society  member. 

A motion  to  poll  Society  members  on  this 
resolution  was  made,  seconded  and  voted.  The 
motion  was  defeated. 

The  Speaker  presented  a resolution  as 
submitted  to  the  House  by  Dr.  Peter  B.  Baute  in 
the  handbook  for  the  meeting  relative  to 
support  of  the  application  of  the  Kent  County 
Memorial  Hospital  for  an  increase  in  bed 
capacity. 

Resolution:  Whereas  the  Kent  County 
Community  has  documented  fully  its  need  for 
additional  bed  capacity  and  whereas  the  Kent 
County  Memorial  Hospital  and  its  Staff  are 
continuing  to  make  every  possible  effort  to 
control  serious  and  possibly  dangerous 
overcrowding,  be  it  hereby  resolved  that  the 
Rhode  Island  Medical  Society  strongly 
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supports  the  application  of  KCMH  for  an 
increase  in  bed  capacity. 

A motion  was  made,  seconded  and  voted  to 
support  the  above  resolution. 

Reports  of  C ommittees 

The  Speaker  noted  that  there  were  committee 
reports  in  the  handbook  for  the  information  of 
the  members,  but  none  called  for  any  specific 
action  by  the  House. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  written  reports  of  the  following 
committees,  as  submitted  to  the  House,  be 
received  and  placed  on  record:  Cancer 

Committee,  Committee  on  Medical  Aspects  of 
Sports,  Committee  on  Continuing  Medical 
Education,  Publications  Committee,  Scientific 
Work  and  Annual  Meeting  Committee, 
Alcoholism  Committee,  Maternal  Health 
Committee  and  the  Mental  Health  Committee. 

New  Business 

Doctor  Sullivan  reviewed  the 
recommendations  submitted  to  Governoi 
Garrahy  pertaining  to  the  Certificate  of  Need 
Bill. 

A request  was  made  that  the  staff  check 
physician  representation  on  the  Health 
Planning  Council  and  the  Health  Services 
Council. 

Adjournment 

The  meeting  was  adjourned  at  4:30  p.m. 
Respectfully  submitted, 

Frank  W.  Sullivan,  M.D. 

President 

(in  the  absence  of 

Melvin  D.  Hoffman,  M.D.,  Secretary) 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

too  Wampanoag  Trail  East  Providence 
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NOTICE 

Whenever  the  space  allows  the  Rhode 
Island  Medical  Journal  will  publish 
minutes  of  the  meetings  of  the  House  of 
Delegates.  If  minutes  of  any  meeting 
cannot  be  published  because  of  lack  of 
space,  a member  may  receive  a copy  by 
calling  the  executive  office  at  331-3207. 
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Designers  & Suppliers  of  Offices 

Lease  Plans  Available 

36  Branch  Ave.,  Providence,  R.l.  02904 
(Branch  Ave.  Exit  Route  95)  401  -274  9000 
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NEW  MEDICAL 
BUILDING 

• Directly  across  from  Memorial  Hospital 

• Ready  for  occupancy  June  1,  1978 
•Design  Your  Own  Office 

Contact: 

Mr.  William  Moran 

69  Read  Avenue 
Lincoln,  Rl  02865 

Phone:  726-4692 


IN  NEWPORT 


BEAUTIFUL  VICTORIAN  HOME  — 5 
bedrooms,  6 fireplaces,  doctor's  suite 
with  separate  entrance.  Present  owner 
semi-retired,  average  patient  load  of 
forty  a week. 

LARRY  NUNES 
GALLERY  OF  HOMES 

136  WEST  MAIN  ROAD 
MIDDLETOWN 
1-401-849-2800 


Book  Review 

PSYCHIMRIC  TERROR:  HOW  SOVIET 
PSYCH  EM  RY  IS  USED  TO  SUP- 
PRESS DISSENT  by  Sidney  Bloch  and 
Peter  Reddaway.  Foreword  by  Vladimir 
Bukovsky.  New  York:  Basic  Books,  1977. 
$12.95. 

The  authors  of  this  chilling  book  are 
respectively  a lecturer  in  psychiatry  at 
Oxford  University  (Sidney  Bloch)  and  a 
senior  lecturer  in  political  science  at  the 
London  School  of  Economics  (Peter 
Reddaway).  They  had  met  for  the  first  time 
early  in  1972  shortly  after  the  international 
congress  in  Mexico  City  of  the  World 
Psychiatric  Association.  That  international 
meeting  had  been  highlighted  by  an  intense 
controversy  over  the  alleged  misuse  of 
psychiatry  in  the  Soviet  Union  for  political 
purposes.  The  leaders  of  the  congress, 
because  of  concern  about  offending  the 
Russian  delegates  and  thus  disrupting  the 
meetings,  conspired  to  sweep  the  matter  under 
the  rug  despite  a strong  disposition  by  some 
of  those  present  to  have  the  congress  take  a 
stand. 

Russia  had  had  a long  but  sporadic  history 
of  abusing  psychiatry  for  political  purposes 
dating  back  to  the  celebrated  Pyotr 
Chaadayev  case  in  which  the  victim,  a 
Russian  philosopher,  was  declared  insane  in 
1836  by  Tsar  Nicholas  I after  denunciation 
by  the  Tsar’s  secret  police  for  writing 
critically  of  the  tsarist  regime.  As  is  so  often 
observed,  the  oppressions  of  the  Soviet 
communists  appear  to  be  more  closely 
related  historically  to  Russian  culture  than  to 
ideological  imperatives. 

In  Soviet  communist  theory  the  concept  of 
the  collective  dominates  social  therapy.  “The 
ready  labelling  of  unconventional  behaviour 
as  socially  deviant,”  according  to  the  authors, 
“provides  fertile  soil  for  its  redefinition  as 
psychiatrically  abnormal,  a natural 
foundation  on  which  the  use  of  psychiatry 
for  social  repression  can  take  place.”  The 
Soviet  physician  in  his  oath  swears  to  be 
“guided  by  the  principles  of  communist 
morality.”  This  leads  to  the  doctrine  that 
dissent  is  a deviation  from  the  normal  and  is 
therefore  a manifestation  of  psychiatric 
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disease.  Pravda  in  1959  equated  social 
deviation  with  insanity:  the  mental  state  of 
those  who  oppose  communism  is  clearly  not 
normal. 

Involuntary  commitment  in  all  societies  is 
predicated  upon  a person  being  a danger 
either  to  himself  or  to  others.  Since  a 
dissenter  in  Soviet  society  is  insane  (“slow” 
schizophrenia  in  Soviet  psychiatric  usage), 
i forcible  hospitalization  is  justified  on  the 
' basis  that  such  dissenters  are  dangerous  and 
must  be  confined  to  protect  society.  It  has 
thus  been  the  prevalent  practice  in  the  Soviet 
Union  to  label  dissenters  as  mentally  ill  and 
in  need  of  compulsory  hospitalization  and 
; treatment. 

i Pavlov’s  theories  have  been  artifically 
synthesized  with  the  Marxist  view  that  behavior 

' is  a consequence  of  prevailing  social  and 

ii  economic  conditions.  This  is  the  basis  for  the 
Soviet  model  of  psychiatric  treatment.  Stress 

i has  been  on  the  biological  basis  of  mental 
111  illness  with  widespread  use  of  tranquilizers 

iii  and  antidepressant  drugs.  The  Soviet  reliance 
i(i  on  drugs  is  based  upon  the  Pavlovian  theory 
dj  that  normal  functioning  of  the  nervous 
/|  system  results  from  a balance  of  excitation 
u and  inhibition.  An  imbalance  occurs  in 
f mental  illness  which  is  reversible  by  the 
|{  action  of  these  drugs  on  the  brain.  Insulin 
rj  shock  to  produce  coma  (now  rarely  used  in 
rj  the  West)  is  still  widely  used  in  Russia,  and 
'll  also  electroshock  treatment,  narcotherapy, 
nj  and  psychosurgery. 

I It  is  to  be  emphasized  that  these  treatments 
iij  are  used  on  essentially  normal  highly 
intelligent  people,  as  dissenters 
si  characteristically  are  observed  to  be.  The 
I “treatment”  is  of  indefinite  duration  or  until 
;|  the  “patients”  are  broken,  and  are  ready  to 
'I  confess  that  their  dissent  has  been  in  error, 
l!  They  are  then  adjudged  to  have  returned  to  a 
•I  state  of  sanity  and  may  be  released  or  are 
ready  to  stand  trial  for  crimes  against  the 
■ state. 

The  bulk  of  the  book  consists  of  detailed 
f documentation  of  scores  of  cases  of  abuse 
I and  of  the  wretched  physical  conditions, 
j cruelty,  and  blatant  harassment  of  victims  in 
I the  notorious  forensic  psychiatric 
-^1  institutions.  These  facilities  are  sordid  places 
•;  indeed.  The  behavior  of  the  psychiatric 
specialists  who  participate  in  these  activities 
is  incredible  and  horrifying.  It  evokes 
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PHYSICIAN  NEEDED 

Part-time  physician  needed  in  Ambu- 
latory Health  Care  Program  at  VA 
Hospital,  Providence,  Rl.  Knowledge  of 
orthopedic  examinations  required  for 
examination  of  applicants  for  compen- 
sation and  pension  benefits.  A sched- 
ule of  hours  can  be  arranged  to  meet 
individual’s  needs. 

Send  curriculum  vitae  to: 

Chief  of  Staff 

VA  hospital 
Davis  Park 

Providence,  Rl  02908 
Or  call:  (401)  521-1700 

Equal  Opportunity  Employer 


Your  Patient  Deserves  a Specialist 

RECOMMEND 
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WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
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685  Park  Avenue,  Cranston,  R.  I. 
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memories  ol  the  Nazi  medical  “experiments” 
on  Holocaust  victims. 

This  review  has  emphasized  the  doctrine 
behind  the  abuses  rather  than  a retelling  of 
individual  case  histories.  The  reader  is 
encouraged  to  learn  this  for  himself  by 
reading  the  book. 

1 his  large  volume  of  510  pages  contains 
some  pages  of  text,  the  remainder  being 
devoted  to  documentation  in  10  appendices, 
extensive  references,  and  a detailed  index. 

In  his  foreword  Vladimir  Bukovsky,  a 
victim  of  the  system  and  now  free  in  the 
West,  asks  plaintively:  “Who  among  you,  if 
you  suddenly  lived  in  the  Soviet  Union, 
would  chose  freedom  to  be  different?  Would 
many  of  you  be  so  eccentric  as  to  want  to  be 
persecuted  for  the  sake  of  an  abstract 
honesty  before  your  conscience?” 

This  excellent  well-documented  profoundly 
moving  and  revealing  book  is  a fascinating 
work  and  should  be  read  by  all  physicians 
and  all  others  who  would  wish  to  learn  more 
of  the  basically  pernicious  and  immoral 
nature  of  Soviet  communism. 

Seebert  J.  Goldowsky,  MD 


INTERNIST  NEEDED 

Part-time  internist  needed  in  Ambu- 
latory Health  Care  Program  at  VA 
Hospital,  Providence,  R.l.  General 
knowledge  of  internal  medicine  re- 
quired. A schedule  of  hours  can  be 
arranged  to  meet  individual's  needs. 

Send  curriculum  vifae  to: 

CHIEF  OF  STAFF 

VA  Hospital 
Davis  Park 

Providence,  R.l.  02908 

Or  call: 

(401)  521-1700 

Equal  Opportunity  Employer 


Books  Received 
For  Review 

LUPUS;  THE  BODY  AGAINST  ITSELF  by 
Sheldon  Paul  Blau.  M.D.  and  Dodi  Schultz, 
(iarden  City,  Doubleday,  1977. 

NOlTfING  TO  FEAR:  COPING  WHH 
PHOBIAS  by  Eraser  Kent.  New  York, 
Doubleday,  1977.  $7.75. 

BLOOD  POLICY:  ISSUES  AND  ALTER 
NATIVES  edited  by  David  B.  Johnson. 
Washington,  D.C.,  American  Institute  for 
Public  Policy  Research,  1977.  $4.75. 

COLLECTED  PAPERS  OF  SIR  HAROLD 
JEFFREYS  ON  GEOPHYSICS  AND 
OTHER  SCIENCES.  Volume  6.  Mathe- 
matics, Probability  and  Miscellaneous 
Other  Sciences.  Edited  by  Sir  Harold 
Jeffreys  and  Bertha  Swirles  (Lady  Jef- 
freys). New  York,  Gordon  and  Breach 
Science  Publishers,  1977.  $70.00. 

BODY,  MIND,  BEHAVIOR  by  Maggie 
Scarf.  New  York,  Laurel,  1977.  $2.25. 

DOING  BETTER  AND  FEELING  WORSE: 
HEALTH  IN  THE  UNITED  STATES  by 
John  H.  Knowles,  M.D.  New  York,  W.  W. 
Norton,  1977.  $9.95. 

OCCUPATIONAL  DISEASES;  A SYL- 
LABUS OF  SIGNS  AND  SYMPTOMS 
by  E.  R.  Plunkett,  M.D.  Stamford,  Conn., 
Barrett,  1977.  $22.95. 

The  following  textbooks  have  been  received 

during  1977  from  Lange  Medical  Publi- 
cations, Los  Altos,  California: 

REVIEW  OF  PHYSIOLOGICAL  CHEM- 
ISTRY by  H.  A.  Harper,  V.  W.  Rodwell, 
P.  A.  Hayes.  16th  Edition.  $13.00. 

GENERAL  OPHTHALMOLOGY  by  D. 
Vaughn,  T.  Asbury.  8th  Edition.  $12.00. 

HANDBOOK  OF  OBSTRETRICS  AND 
GYNECOLOGY  by  Ralph  C.  Benson.  6th 
Edition. $9. 50. 

REVIEW  OF  MEDICAL  PHYSIOLOGY 
by  W.  F.  Ganong.  8th  Edition.  $12.00. 

CURRENT  SURGICAL  DIAGNOSIS  & 
TREATMENT  by  J.  Englebert  Dunphy 
and  Lawrence  W.  Way.  3rd  Edition.  $18.00. 

THE  NERVOUS  SYSTEM  by  W.  F. 
Ganong.  $8.00. 

HANDBOOK  OF  PEDIATRICS  by  Henry 
K.  Silver,  C.  Henry  Kempe,  Henry  B. 
Bruyn.  12th  Edition.  $9.00. 
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forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 


Rx  Sugar-Free  Pharmaceuticals 

Do  you  need  to  prescribe 
Sugar-Free  Cough  Medicines?? 

Readily  available  at  any  pharmacy. 

Prescribe  with  confidence  our  Rx  specialties: 


Tussirex  w/codeine,  Syrup  or  SUGAR  FREE 

Class  5,  Welfare  approved  in  R.  I. 

Each  oz.  (30cc.)  contains:  Codeine  Phosphate  I gr.  (warn- 
ing: May  be  habit  forming);  Pheniramine  Maleate  80  mg.; 
Phenylephrine  Hydrocloride  25  mg.;  Sodium  Citrate  500  mg.; 
Sodi  urn  Salicylate  500  mg.;  Caffeine  Citrate  150  mg.;  L-Men- 
thol  I mgm.  and  Preservative  0.02% 


Scot-Tussin  FORTE  Syrup  and  SUGAR  FREE 

Class  3,  Welfare  approved  in  R.  I. 

COMPOSITION;  Each  OI.  (30cc.)  contains:  Dihydroco- 
deinone  Bitartrate  15  mg.  (Warning:  May  be  habit  forming); 
Phenylephrine  Hcl  .30  mg.;  Phenylpropanolamine  Mcl.  30 
mg,;  Pheniramine  Maleate  80  mg.;  Glyceryl  Guaiacolate  480 
mg.;  M ethyl  para  ben  0.18%;  Propylparaben  0.02%  and  Alco- 
hol 5%  by  volume. 


SPECIALTIES:  Scot-Tussin  Reg.  Syrup  and  Scot-Tussin  Sugar  Free  Liquid. 


Scot-Tussin  Bio-Medical  & Surgical  Supply  Div. 


SCOT-TUSSIN 


PHARMACAL  CO..  INC. 

50  CLEMENCE  and  TRANSIT  STREETS  (off  Rte.  5)  (P.O.  Box  8217) 

CRANSTON  R.  I.  02920  942-8555 


February,  1978 


101 


What’s  New 

A.H.  Robins  Company  is  extending  its 
kobitussin®  cough  syrup  line  by  offering 
Robitussin®  l-DAC  which  combines  a 
decongestant  and  codeine  with  Robitussin.  It 
will  be  available  in  pints. 

* * * 

A.  n.  Robins  Company  announces  its  new 
antibiotic.  Robamox  is  an  amoxicillin, 
similar  to  ampicillin  in  chemical  structure, 
with  advantages  of  fast  absorption  and  less 
frequent  dosages.  Available  in  250  mg  and 
500  mg  capsules  and  in  oral  suspension. 

* * * 

General  Electric  has  a new  vapor  monitor 
which  detects  OSHA  -reguated  halogen 
vapors.  It  is  called  TVMI®  Toxic  Vapor 
Monitor.  It  measures  workroom  levels  of 
some  70  halogen  compound  gases  and 
actuates  audible  and  visual  alarms  when  gas 
levels  reach  user-selected  limits. 

* * * 

UNITED,  Division  of  Howmedica, 
announces  a new  line  of  disposable  urinary 
diversion  pouches  with  innovations  that 
greatly  increase  the  ostomate’s  security, 
comfort  and  confidence.  The  pouch  is  low 
profile  and  has  a valve  cap  which  cannot  be 
mislaid.  Bongort®  Disposable  Urinary 
Diversion  Pouches  are  available  in  a variety 

of  sizes  to  fit  virtually  any  stoma. 

* * * 

Narco  Air-Shields  Offers  a simple  method 
of  apnea  detection.  Called  the  Sensor  Pad 
Apnea  Monitor,  it  consists  of  a pad  upon 
which  the  infant  sleeps  and  which,  without 
electrodes  or  skin  gels,  activates  visual  and 
audible  alarms  in  case  of  cessation  of 
breathing.  It  is  easily  cleaned  and  with  any 
sterilization  method  except  steam 
autoclaving. 

* * * 

McIntyre  Lighting  of  San  Leandro,  Calif., 
announces  the  McIntyre  Hand  Held 
Examination  Light  for  medical  uses.  The 
light  will  focus  a color-corrected,  even  light 
on  any  part  of  the  patient.  It  has  a two-foot 
retractable  cord  which  extends  to  12  feet. 


Editorial:  Prognosis  in  Malignant  Melanoma 

(C  ontinued  from  Page  94) 

thickness  of  the  tumor  appears  to  have  the 
closest  relationship  with  survival. 

This  editorial  review  encompassing  reports 
of  hundreds  of  cases  has  touched  upon  most 
of  the  current  methods  of  classifying 
melanoma  and  evaluating  prognosis.  While 
there  is  still  room  for  improvement  in  the 
precision  of  prognostic  methods,  a prognostic 
framework  is  now  available  upon  which  to 
judge  results. 

REFERENCES 
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microscopic  vascular  invasion  in  primary  cutaneous 
malignant  melanoma.  Surg,  Gynecol,  Obstet  145:559, 
Oct  77, 

‘’Brewlow  A,  Macht  SD:  Optimal  size  of  resection 
margin  for  thin  cutaneous  melanoma.  Surg,  Gynecol, 
Obstet  145:691,  Nov  77. 

'"Fortner  JG,  Woodruff  J,  Schottenfeld  D.  Maclean  B: 
Biostatistical  basis  of  elective  node  dissection  for 
malignant  melanoma.  Ann  Surg  186:101,  Jul  77. 
"Smith  JL:  Cited  in“ACIinicalConferenceon  Malignant 
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PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  pertomiance  of 
Librium  than  anyone  else,  we  keep  on 
learning  ever>'  day. 

For  example,  the  highly  favorable 
henehtS'tcvrisk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  ot  course,  the  specific  calm- 
ing  action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients. 
Librium  was  used  concomitantly  with  other 
primary’  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 


is  all  about. 


UBRUM 


© 


I 


chlordiazepoxide  HCI/Roche 

THE  ANXIETY-SPECIFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
nng  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 


instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  con- 


fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in 
stances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa-.' 
tion,  extrapyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice  I 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,' 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritato 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


PHYSICIANS 

MApS  just 

for  you 


Professionals- 
Ser\ing  the 
Xeeds  of 
Professionals 


NEVER  BEFORE  has  such  a wide  range  of  programs  and  services  been 
made  available  to  PHYSICIANS.  Thousands  of  MAPS  members 
nationwide  are  being  helped  to  reach  their  economic  goals.  Here  are 
just  a few  of  the  services  listed  in  our  complete  booklet: 


• LIFE  INSURANCE/HIGH  LIMIT  TERM 

Non-cancellable,  guaranteed  renewable  to  age  70,  this  program  com- 
bines the  advantages  of  group  coverage  — affordable  rates  — with  the 
permanence  and  security  of  individually  owned  plans. 

• DISABILITY  INCOME 

This  brand  new  program  combines  the  advantages  of  low  cost  group 
insurance  rates  with  the  portability  of  an  individually  owned  plan.  Once 
the  certificate  is  issued  the  insurance  company  cannot  cancel  your 
coverage  nor  will  the  premiums  ever  be  increased.  Premium  rates  for  this 
plan  are  30  to  40%  lower  than  any  other  comparable  product  in  the 
industry. 

• CONFIDENTIAL  LOANS 

Financial  assistance  is  available  in  loans  up  to  $20,000  by  mail  on  an 
unsecured  basis  with  attractive  repayment  schedules,  at  competitive 
interest  rates. 

• EDUCATIONAL  SEMINARS 

A program  of  seminars  specifically  for  MAPS  members,  with  profession- 
als on  various  aspects  of  personal,  financial  and  business  growth,  will  be 
offered  each  year. 

• PLUS 

Car  and  office  equipment  leasing,  and  much,  much  more! 

To  obtain  more  information  on  these  and  other  benefits,  please  fill  out  the 
coupon  below: 


GENTLEMEN:  I am  interested  in  further  information,  and  I would 
like  you  to  send  me  a copy  of  your  free  booklet. 


NAME 


TEL. 


ADDRESS 
CITY  


. STATE 


.ZIP 


MUTUAL  ASSOCIATION 

FOR  PROFESSIONAL  SERVICES 


335  CENTERVILLE  ROAD,  WARWICK,  R.l.  02886 
ATTENTION:  Paul  D.  Heyman,  C.L.U.,  Tel.  (401)  737-2217 
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CONTINUING  MEDICAL  EDUCATION  CALENDAR 

APRIL 


14  "EXPRESSION  OF  SICKLE  CELL  D'SEASE  IN  INFANCY,"  Audrey  K.  Brown, 
M.D.,  State  University  of  NYC  — Downstate.  Pediatric  Teaching  Rounds, 
Kay  Auditorium,  Roger  Williams  General  Hospital.  10:30  a.m.  to  12:00  p.m. 

15  "MANAGEMENT  OF  THE  ALCOHOLIC  PATIENT,"  Kenneth  H.  Williams,  M.D., 
Associate  Professor  of  Psychiatry  and  Internal  Medicine,  Univ,  of  Pittsburg 
School  of  Medicine;  Director,  Alcoho'-Drug  Abuse  Clinic,  Western  Psychi- 
atric Institute  and  Clinic,  Pittsburg,  Pa.  Seminar  10-12  noon.  AV  Room, 
Newport  Hospital. 

26  SYMPOSIUM  ON  ARTHRITIS  ENTITLED  "MANAGEMENT  OF  COMMON  RHEU- 
MATIC DISEASES."  Symposium  will  include  lectures  and  workshops  for 
the  primary  care  physician  and  health  care  professional.  Sponsored  by 
the  Brown  University  Program  in  Medicine,  The  Rheumatology  Center  of 
the  Roger  Williams  General  Hospital  and  the  Rhode  Island  Chapter  of 
the  Arthritis  Foundation.  Registration  8:30  a.m.  Lectures  9:00  a.m.  to  4:00 
p.m.  Sheraton  Islander,  Goat  Island,  Newport,  R.l.  For  further  information, 
contact  Dorothy  Rosenberg  456-2069. 


MAY 

6 "NUCLEAR  MEDICINE  IN  MEDICAL  AND  SURGICAL  PRACTICE,"  Henry  N. 
Wagner,  M.D.,  Professor  of  Medicine,  Radiology  and  Environmental  Health, 
Johns  Hopkins  Medical  School;  Head,  Division  of  Nuclear  Medicine  and 
Radiation  Health,  Johns  Hopkins  Medical  Institutions.  Seminar  10-12  noon. 
Luncheon  follows  at  noon  to  1 p.m..  Pier  Restaurant,  Newport,  Those 
wishing  to  attend  this  Newport  Hospital  Postgraduate  Medical  Seminar 
who  are  not  members  of  the  Newport  Medical  Society  are  welcome.  How- 
ever, they  should  call  Mrs.  Elizabeth  Cranston,  1-401-846-6400,  Ext.  445 
for  luncheon  reservations.  There  is  a charge  of  $7.00  per  person  for  non- 
members. 

12  "MANAGEMENT  OF  INCREASED  INTRACRANIAL  PRESSURE,"  Charles  Barlow, 
M.D.,  Harvard  Medical  School.  Pediatric  Teaching  Rounds,  Kay  Auditorium, 
Roger  Williams  General  Hospital.  10:30  a.m.  to  12:00  p.m. 

JUNE 

9 "THYROID  DISEASE  IN  CHILDREN,"  Robert  M.  Blizzard,  M.D.,  University 
of  Virginia  Medical  School.  Pediatric  Teaching  Rounds,  Kay  Auditorium, 
Roger  Williams  Genera!  Hospital.  10:30  a.m.  to  12:00  p.m. 
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Close  to  15,000  senior  medical  students 
who  are  about  to  graduate  from  the  medical 
schools  of  the  United  States  have  recently 
participated  in  a nationwide  selection  me- 
chanism (National  Intern  and  Resident 
Matching  Program)  which  assigns  each 
matched  applicant  to  an  internship  for  the 
year  beginning  July,  1978.  While  the  number 
of  medical  graduates  competing  for,  intern- 
ships has  increased,  the  number  of  accredited 
internships  has  actually  diminished.  There  is 
therefore  increasing  concern  about  placement 
in  general,  and  considerable  competition  for 
the  limited  number  of  internships,  particular- 
ly in  internal  medicine  and  family  medicine, 
situated  in  the  more  prestigious  medical 
centers  of  the  United  States. 

The  internship  assignments  for  the  63 
Brown  University  medical  seniors  are  sum- 
marized below.  Medical  school  affiliation  of 
each  hospital  is  indicated  in  parentheses. 
California  (3) 

Cedars-Sinai  Medical  Center 
(UCLA)  —2 

University  Hospital  (UCLA)  — 1 
District  of  Columbia  (1) 

Providence  Hospital  (Georgetown) 

— 1 

Florida  (1) 

University  Hospital  (Miami)  — 1 
Georgia  (1) 

Grady  Memorial  Hospital  (Emory) 


Illinois  (3) 

Childrens  Hospital  (Northwestern) 
— 1 

March,  1978 


Presbyterian-St.  Lukes  (Rush)  — 1 
University  Hospital  (Northwestern) 

— 1 

■Maine  (2) 

Maine  Medical  Center  (Tufts)  — 2 
Massachusetts  (5) 

Berkshire  Medical  Center 
(Massachusetts)  — 1 
Mount  Auburn  Hospital  (Harvard) 

— 2 

New  England  Center  Hospital 
(Tufts)  — 1 

University  Hospital  (Boston)  — 1 
.Minnesota  (2) 

Mayo  Graduate  School  (Mayo)  — 1 
University  Hospital  (Minnesota)  — 1 
Missouri  (3) 

Barnes  Hospital  (Washington  U.)  — 1 
St.  Louis  Childrens  Hospital 
(Washington  U.)  — I 
Washington  University  Hospitals 
(Washington  U.)  — 1 
New  Jersey  (1) 

Overlook  Hospital  (Columbia, 

Rutgers)  — 1 
New  York  (17) 

Albany  Hospital  (Albany)  — 2 
Beth  Israel  Hospital  (Mt.  Sinai)  — 2 
Bronx  Municipal  Hospital  (Einstein) 

— 1 

Long  Island  Jewish  Hospital  (State 
Univ.,  Stony  Brook)  — 1 
E.  J.  Meyer  Memorial  Hospital  (State 
Univ.,  Buffalo)  — 2 
Montefiore  Hospital  (Einstein)  — 1 
Mt.  Sinai  Hospital  (Mt.  Sinai)  — I 

105 


.1 


New  York  Hospital  (Cornell)  I 
St.  Joseph’s  Hospital  (State  Univ., 
Sycracuse)  I 
Strong  Memorial  Hospital 
(Rochester)  I 

University  Rochester  Hospitals 
{ Rochester)  3 

Columbia-Presbyterian  Medical 
Center  (Columbia)  I 
North  Carolina  (I) 

North  Carolina  Memorial  Hospital 
(N.  Carolina)  - 1 

Ohio  (I) 

Cincinnati  General  Hospital 
(Cincinnati)  1 

Pennsylvania  (4) 

Childrens  Hospital  (Pennsylvania) 

- 1 

Medical  College  of  Pennsylvania 
(Med.  Coll.  Penn.)  — 2 
Universi^'  " spital  (Ter*"  .le)  — 1 
Rhode  Isl  •lu  \ 1 3) 

Memc  .al  Hospital  (Brown)  — 2 
Miriam  Hospital  (Brown)  — 2 
Rhode  Island  Hospital  (Br^  vn)  — 4 
Roger  Williams  General  Hospital 
(Brown)  4 

Women  and  Infants  Hospital 
(Brown)  — 1 
South  Carolina  (1) 

Medical  Center  Hospital 
(‘  rolina)  — 1 
Vir,  ia  ( 1 ) 

University  Hospital  (Virginia)  — 1 
Washington  (1) 

University  Hospital  (Washington) 

1 

West  Virginia  (2) 

United  Hospital  Center  — 2 

The  distribution  of  internships,  by  special- 
ly, for  all  four  medical  school  classes  which 
have  graduated  from  Brown,  is  indicated 
below; 


Graduating  Class  of: 


Specialty 

1975 

1976 

1977 

1978 

Internal  Medicine 

27 

33 

24 

33 

Family  Medicine  

4 

4 

12 

9 

Pediatrics  

1 1 

7 

3 

1 1 

Surgery  

10 

5 

13 

6 

Psychiatry  

1 

1 

3 

1 

Obstretics  & gynecology  . 

2 

3 

2 

3 

Other  

3 

7 

3 

0 

Total  graduates  

. 58 

60 

60 

63 

Internships  Graduating  class  of: 

1975  1976  1977  1978 

Internships:  number  of 


different  hospitals  . . . . 

. 31 

42 

47 

Internships:  number  of 

different  states 

(andl).C.)  

. 13 

18 

21 

About  85%  of  the  graduating  class  of  1978 
have  successfully  applied  for  internships  in 
primary  care  medicine  (i.e.  internal  medicine, 
family  medicine,  pediatrics).  This  is  some- 
what higher  than  the  two-thirds  average 
which  characterized  the  three  preceding 
medical  classes.  It  is  presently  difficult  to  say 
how  many  people  will  be  entering  family 
medicine  since  some  individualselect  a train- 
medicine  since  some  individuals  elect  a train- 
ing program  combining  internal  medicine 
and  pediatrics  as  a prelude  to  their  ultimate 
entrance  into  family  medicine. 

The  regional  distribution  of  these  intern- 
ships is  summarized  in  the  table  below.  The 
hospitals  of  this  state  continue  to  attract  over 
one-fifth  of  our  graduates  (cumulatively,  in 
the  four  graduating  classes,  66  of  241 
graduates  have  elected  internships  locally, 
representing  about  27%  of  our  total  pool  of 
medical  graduates). 


Internships  Obtained  by  Brown  Graduates: 
Regional  Distribution,  classes  of  1975-78. 


Graduating  class  of: 


Rhode  Island  

1975 

26 

1976 

17 

1977 

10 

1978 

13 

New  England,  other  . . . . 

7 

12 

8 

7 

Middle  Atlantic  States  . . 

14 

9 

25 

23 

South  

0 

3 

3 

7 

Mid-West 

6 

8 

7 

9 

Southwest  

0 

0 

1 

0 

West  

5 

1 1 

6 

4 

58 

60 

60 

63 

The  roster  of  hospitals  where  the  241 
medical  graduates  of  Brown  are  now  in 
training  is  truly  impressive  both  in  geograph- 
ic diversity  and  stature  of  the  individual 
institutions.  The  appointments  awarded  to 
our  graduates  are  now  comparable  to  the 
appointments  awarded  the  graduates  of  any 
of  the  more  established  New  England  schools 
of  medicine. 

Stanley  M.  Aronson,  M.D. 

Dean  of  Medicine 

Brown  University 


106 


Rhode  Island  Medical  Journal 


You  arccordialh'  invited  to  the  opening  of 

Kastern  Seientihe’s  new  Phvsieian’s  Showroom 
on  Wednesdax;  April  26th,  from  3:00  P.M.  until 
9:00  PM.  at  267  Plain  Street,  IAo\  idenee,  l^hode  Island. 

Kepresentatix  es  from  major  maniifaetiirers  w ill 
demonstrate  the  latest  teehnolo^x'  for  in-ofhee  exami- 
nation,  diagnostic'  and  lahoratorx'  procedure. 

Feel  free  to  explore  our  nexx  permanent  displays  of  the 
most  up-to-date  furniture  for  the  ofhee,  examining 
room  and  lahoratorx . 

Door IMzes/  Refreshments/  RS\  1^421-4600 


Summit  Medical  Office  Building 

Now  Renting 

• LOCATED  IN  THE  MOST  DESIRABLE  AREA  OF  PROVIDENCE  WITH 
EASY  ACCESS  TO  ALL  HOSPITALS  AND  BUS  LINES 


• A 30,000  SQUARE  FOOT  BUILDING  WITH  ALL  MODERN  CONVENI- 
ENCES INCLUDING  CENTRAL  AIR  CONDITIONING  AND  ELEVATOR 


• ATTRACTIVE  ARRANGEMENTS  CAN  BE  MADE  TO  DEFRAY  START- 
UP COSTS  FOR  NEW  PRACTITIONERS 


PLEASE  CALL 

Firmin  P.  Reed 

Telephone:  (401)  253-5035 
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Dual  Cl)allei)ge 


antihypertensive  therapy 


to  lower 
blood  pressure 

effectively... 


without 

compromising 

existing 

cardiac 

output 


TABLETS:  250  mg,  500  mg,  and  125  mg 


ALDOMET(METHYLD0fn  i msd) 


helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function- cardiac  output 
is  usually  maintained 

ALDOMET  16  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
previous  methyidopa  therapy  has  been  associated  with  liver  disorders. 

It  is  important  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
may  occur  with  methyidopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  liver  disorders 
could  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
details  see  the  brief  summary  of  prescribing  information. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


MSD 


Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  if  previous 
methyidopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity 
tMarnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyidopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyidopa  therapy,  10%  to  20%  of  pa- 
tients develop  a positive  direct  Coombs  test,  usually 
between  6 and  12  months  of  therapy  Lowest  incidence 
IS  at  daily  dosage  of  1 g or  less.  This  on  rare  occasions 
may  be  associated  with  hemolytic  anemia,  which 
could  lead  to  potentially  fatal  complications.  One  can- 
not predict  which  patients  with  a positive  direct 
Coombs  test  may  develop  hemolytic  anemia  Prior  ex- 
istence or  development  of  a positive  direct  Coombs 
test  IS  not  in  itself  a contraindication  to  use  of 
methyidopa.  If  a positive  Coombs  test  develops  during 
methyidopa  therapy,  determine  whether  hemolytic 
anemia  exists  and  whether  the  positive  Coombs  test 
may  be  a problem.  For  example,  in  addition  to  a posi- 
tive direct  Coombs  test  there  is  less  often  a positive  in- 
direct Coombs  test  which  may  interfere  with  cross 
matching  of  blood 

At  the  start  of  methyidopa  therapy,  it  is  desirable  to  do 
a blood  count  (hematocrit,  hemoglobin,  or  red  cell 
count)  for  a baseline  or  to  establish  whether  there  is 
anemia  Periodic  blood  counts  should  be  done  during 
therapy  to  detect  hemolytic  anemia.  It  may  be  useful 
to  do  a direct  Coombs  test  before  therapy  and  at  6 and 
12  months  after  the  start  of  therapy  If  Coombs-posi- 
tive  hemolytic  anemia  occurs,  the  cause  may  be 
methyidopa  and  the  drug  should  be  discontinued 
Usually  the  anemia  remits  promptly  If  not,  cor- 
ticosteroids may  be  given  and  other  causes  of  anemia 
should  be  considered.  If  the  hemolytic  anemia  is  re- 
lated to  methyidopa,  the  drug  should  not  be 
reinstituted.  When  methyidopa  causes  Coombs 
positivity  alone  or  with  hemolytic  anemia,  the  red  cell 
IS  usually  coated  with  gamma  globulin  of  the  IgG 
(gamma  G)  class  only  The  positive  Coombs  test  may 
not  revert  to  normal  until  weeks  to  months  after 
methyidopa  is  stopped 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood  In  the 
absence  of  hemolytic  anemia,  usually  only  the  direct 
Coombs  test  will  be  positive  A positive  direct  Coombs 
test  alone  will  not  interfere  with  typing  or  cross 
matching.  If  the  indirect  Coombs  test  is  also  positive. 


in  hypertension 

ALDOMET 


(MEIHYlDOmlMSD) 


helps  lower 
blood  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


problems  may  arise  in  the  major  cross  match  and  the 
assistance  of  a hematologist  or  transfusion  expert  will 
be  needed 

Fever  has  occurred  within  first  3 weeks  of  therapy,  oc- 
casionally with  eosmophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SCOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to  3 
months  of  therapy.  In  some  patients  the  findings  are 
consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  m liver  function  tests  or  jaun- 
dice appear,  stop  therapy  with  methyidopa.  If  caused 
by  methyidopa.  the  temperature  and  abnormalities  in 
liver  function  characteristically  have  reverted  to  nor- 
mal when  the  drug  was  discontinued  Methyidopa 
should  not  be  reinstituted  in  such  patients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur.  Pa- 
tients should  be  followed  carefully  to  detect  side  reac- 
tions or  unusual  manifestations  of  drug  idiosyncrasy 
Pregnancy  and  Nursing:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  or  intend  to  nurse  re- 
quires that  anticipated  benefits  be  weighed  against 
possible  risks;  possibility  of  fetal  injury  or  injury  to  a 
nursing  infant  cannot  be  excluded,  Methyidopa 
crosses  the  placental  barrier,  appears  in  cord  blood, 
and  appears  in  breast  milk 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings)  May  interfere  with  measure- 
ment of,  urinary  uric  acid  by  the  phosphotungstate 
method,  serum  creatinine  by  the  alkaline  picrate 
method,  and  SGOT  by  colorimetric  methods  Since 
methyidopa  causes  fluorescence  in  urine  samples  at 
the  same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochromo- 
cytoma  It  is  important  to  recognize  this  phenomenon 
before  a patient  with  a possible  pheochromocytoma  is 
subjected  to  surgery  Methyidopa  is  not  recommended 
for  patients  with  pheochromocytoma.  Urine  exposed  to 
air  after  voiding  may  darken  because  of  breakdown  of 
methyidopa  or  its  metabolites 
Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascular 


disease  Patients  may  require  reduced  doses  c 
anesthetics,  hypotension  occurring  during  anesthesi. 
usually  can  be  controlled  with  vasopressors.  Hyper 
tension  has  recurred  after  dialysis  in  patients  oi 
methyidopa  because  the  drug  is  removed  by  ttii 
procedure. 

Adverse  Reactions:  Central  nervous  system: 
tion,  headache,  asthenia  or  weakness,  usually  earl 
and  transient,  dizziness,  lightheadedness,  symptom 
of  cerebrovascular  insufficiency,  paresthesias,  parkin 
sonism,  Bell's  palsy,  decreased  mental  acuity,  mvolun 
tary  choreoathetotic  movements;  psychic  distur 
bances,  including  nightmares  and  reversible  mill 
psychoses  or  depression 

Cardiovascular:  Bradycardia,  aggravation  of  angin: 
pectoris  Orthostatic  hypotension  (decrease  daif 
dosage).  Edema  (and  weight  gam)  usually  relieved  t)' 
use  of  a diuretic.  (Discontinue  methyidopa  if  edem. 
progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con 
stipation,  flatus,  diarrhea,  mild  dryness  of  mouth,  son 
or  "black”  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice,  live 
disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic  anemie 
Leukopenia,  granulocytopenia,  thrombocytopenia' 
Positive  tests  for  antinuclear  antibody,  LE  cells,  am 
rheumatoid  factor 

Allergic:  Drug-related  fever,  lupus-like  syndromt 
myocarditis 

Other:  Nasal  stuffiness,  rise  m BUN,  breast  enlarge 
ment,  gynecomastia,  lactation,  impotence,  decreasei 
libido,  dermatologic  reactions  including  eczema  am 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  delimited  to  500  mi 
daily  when  given  with  antihypertensives  other  thai 
thiazides.  Tolerance  may  occur,  usually  between  sec 
ond  and  third  months  of  therapy;  increased  dosage  c ' 
adding  a diuretic  frequently  restores  effective  contro 
Patients  with  impaired  renal  function  may  respond  t 
smaller  doses.  Syncope  in  older  patients  may  be  re ' I 
lated  to  increased  sensitivity  and  advanced  ai  ; 
teriosclerotic  vascular  disease;  this  may  be  avoide 
by  lower  doses. 

How  Supplied;  Tablets,  containing  125m^ 
methyidopa  each,  in  bottles  of  100,  Tablets,  containin 
250  mg  methyidopa  each,  in  single-unit  packages  c 
100  and  bottles  of  100  and  1000;  Tablets,  containin 
500  mg  methyidopa  each,  in  single-unit  packages  ( 

100  and  bottles  of  100  and  500 

For  more  detailed  information,  consult  your  MSt 
representative  or  see  full  prescribing  informatia 
Merck  Sharp  & Dohme,  Division  of  Merck  & Ca.  k. 
West  Point,  Pa.  19486  j6amo7R1(70< 


M5D  MERCK  SHARP  & DOHME 


What’s  New 

Hoeschst-Roussel  has  introduced 
Topicort,®(desoximetasone)  Emollient 
Cream  .25%  for  the  relief  of  inflammatory 
manifestations  of  corticosteroid-responsive 
psoriasis  and  atopic  dermatoses.  The  base 
combines  the  emollience  of  an  ointment  with 
the  cosmetic  acceptability  of  a cream  in  a 
water-in-oil  emulsion. 

* * * 

Schering  is  introducing  Diprosone  Aerosol 
0.1%.  It  is  indicated  for  contact  dermatitis. 
The  product  provides  ease  of  administration 
and  penetrates  hairy  areas  and  is  also 
convenient  for  hard-to-reach  sites.  It  is 
invisible,  odorless,  stainless  and  cools  and 
soothes  the  skin.  Betamethasone 
dipropionate  is  the  active  ingredient. 
Precautions  and  side  effects  are  fully  covered 
on  the  product  information  sheet. 

* * * 

McNeil  Taboratories  is  introducing  a new 
potent  analgesic,  TYLOX*  (TYLENIL® 
brand  of  acetaminophen  with  oxycodone), 
for  treatment  of  moderate  to  moderately 
severe  pain.  Analgesic  potency  of  oxycodone 
is  between  codeine  and  morphine  but  unlike 
morphine,  is  relatively  high  with  oral  dosage. 
Is  highly  effective  in  reasonably  low  doses  by 
the  oral  route. 


* * * 

The  Purdue  Frederick  Company  is 
marketing  a new  nonacetylated  salicitate 
anti-inflammatory  pain  killer  for  treatment 
of  pain  and  stiffness  associated  with 
osteoarthritis  and  rheumatoid  arthritis.  The 
brand  name  is  Trilisate.  It  is  Choline 
Magnesium  Trisalicylate.  When  tested 
against  aspirin,  Trilisate  demonstrates  a 
significantly  lesser  amount  of  blood  loss  from 
the  GI  tract.  It  also  is  free  from  other  aspirin 
side  effects. 


Statements  are  abstracted  from  manufacturers’  news 
releases  and  are  not  necessarily  endorsed  by  the 

Rhode  Island  Medical  Journal  or  the  Rhode  Island 
Medical  Society.  Most  items  reprinted  courtesy  of 
the  Indiana  State  Medical  Association. 


Medical  Personnel  Pool  is 
totally  committed  to  providing  the 
most  professional  and  most  com- 
plete nursing  service  available. 

If  someone  is  faced  with  the 
problem  of  needing  nursing  care 
in  the  home  and  does  not  know  how 
to  go  about  providing  that  care, 
let  us  help  . . . 

We  are  the  alternative  they 
may  be  searching  for. 

Please  have  your  client  call  us 
to  discuss  their  problem.  All 
inquiries  will  be  handled  in  a profes- 
sional and  confidential  manner. 


MAIN  OFFICE: 

317  Howard  Bldg. 

10  Dorrance  Street 
Providence,  Rl  02903 


CALL  DAY  OR  NIGHT: 
272-3520  Providence 


March,  1978 
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Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


i ^ 


WILL  YOU  NEED 
NEW  OFFICE  SPACE  IN  "79  "? 

A MEDICAL  • PROFESSIONAL 

BUILDING 

IS  PLANNED  FOR 

NORTH  KINGSTOWN,  RHODE  ISLAND 

•EXCELLENT  LOCATION 
•GOOD  GROWTH  POTENTIAL 
• DESIGNED  FOR  YOUR  NEEDS 
•AVAILABLE  MID  1979 
•CONDOMINIUM  CONCEPT 

WRITE:  SPACE  IN  79 
BOX  658 

DAVISVILLE,  R.l.  02854 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 

1 13 


March,  1978 


Same  day  telephoned  reports 
on  these  special  assay 
and  RIA  tests . . . 


□ Lithium 

□ Dilantin/Phenobarbital 

□ Mysoline  □ Digoxin 

□ Digitoxin  □ Estriol 


New  England  Medical  Laboratories’  full  service 
capabilities  include  special  attention  to  all  stat 
requirements.  Use  our  toll-free  number  or  the 
coupon  to  find  out  about  turn-around  times 
and  prices  on  special  assay,  RIA,  profiles 
and  individual  tests  . . . 

Radioimmunoassay  and  other  immunochemical  tech- 
niques as  well  as  chromatographic  fractionation, 
fluorescent  microscopy,  fluorescent  spectrometry, 
and  emission  spectrometry  are  routinely  carried 
out  in  our  laboratory.  Assay  quality  and  per-  / 

formance  standards  are  under  rigid  controls. 

But,  in  addition.  New  England  Medical  ' 

Laboratories  provides  the  efficient 
service  physicians  require  to  aid 
diagnosis  and  help  improve  patient  care. 


Other  special  assay  and  RIA  tests 
available  from  NEML 


Aldolase 

Aldosterone,  Urine  (RIA) 
Aldosterone,  Plasma  (RIA) 
Alkaline  Phosphatase 
Fractionation 
ANA/FA 
Catecholamines 
Carcinoembryonic  Antigen 
(CEA)(RIA) 
Cholinesterase 
Cortisol  (RIA) 

Folic  Acid  (rIa) 

Follicle  Stimulating 
Hormone  (FSH)(RIA) 
Free  T-4 
FTA/ABS 
Gastrin 


Haptoglobin 

Hepatitis  Antigen  (RIA) 
Hemoglobin  Electrophoresis 
High  Density  Lipoprotein 
1 7-Hydroxycorticosteroids 
(17-OH) 

IgE,  Total  (RIA) 

Immunoglobulins  A,  G,  M 
Insulin  (RIA) 

1 7-Ketosteroids  (17-Keto) 

LDH,  Isoenzymes 
Luteinizing  Hormone  (LH)(RIA) 
Lipoprotein  Phenotype 
Parathyroid  Hormone  (PTH)(RIA) 
Pituitary  Gonadotropins  (RIA), 
Serum  (Includes  LH  and  FSH) 


Pituitary  Gonadotropins  (RIA), 

Urine  (Includes  LH  and  FSH) 
Prolactin  Level 
Protein  Electrophoresis 
Plasma  Renin  Activity  (RIA) 

RAST  Allergen  Tests 
Triiodothyronine  (T-3  Hormone) 
(RIA) 

T-3  Uptake 
Testosterone  (RIA) 

Thyroid  Stimulating  Hormone 
(TSH)(RIA) 

Vitamin  B1  2 (RIA) 

Vitamin  B1 2/Folic  Acid  Combination 
Vanilmandelic  Acid  (VMA) 


A complete  listing  of  special 
assay  and  RIA  tests  available  from 
New  England  Medical  Lab- 
oratories is  available 
upon  request. 

Use  our 
toll-free 
number  or 
complete 
and  mail  the 
coupon  below 


Please  provide  complete  schedule  and  fees  for  the  following; 
DSpecial  Assay  and  RIA  tests 

Q Accu-Scan  20  test  standard  profiles  and  individual  tests 
dlHave  Laboratory  Service  Representative  contact  me 


Name 


Affiliation 


Address 
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State 


Zip 


New  England 
Medical 

Laboratories,  Inc. 

1750  Washington  Street 
Holliston,  MA  01746 
Tel;  617-429-4900 


Toll  free  numbers; 

Mass.  - 

1-800-982-4700 

Conn.  - 

1-800-225-4603 

R.I.- 

1-800-225-4603 

RHODE  ISLAND  LABORATORY  LOCATIONS:  1515  Smith  Street,  No.  Providence,0291 1 , Tel.401 -353-1 370;  333  School  Street,  Pawtucket  02860,  Tel.  401-724-2970 
235  Lonsdale  Avenue,  Pawtucket  02860,  Tel.  401-728-9636. 


Angioimmunoblastic  Lymphadenopathy 
A Prospectively  Studied  Case  With 
Therapeutic  Implications 


Unusual  Disorder  Appears  To  Respond 
To  Corticosteroid  Administration 


By  Kathleen  A.  Caizzi,  M.D. 
Richard  P.  D’Amico,  M.D. 
Robert  E.  Knisley,  M.D. 


.A.ngioimmunoblastic  lymphadenopathy 
with  d y s p r o t e i n e m i a (AILD)  or 
immunoblastic  lymphadenopathy  (IBL)  are 
terms  coined  for  a distinct  clinical  and 
histologic  entity  which  has  been  recognized 
within  the  past  few  years.  Frizzera,  Moran, 
and  Rappaport  ■ ^ described  a group  of  non- 
neoplastic lymphoma-like  diseases  which  had 
1 been  previously  diagnosed  as  Hodgkin’s 
I disease  or  malignant  lymphoma.  Likewise, 
j Lukes  and  Tindle  ^ described  cases 
I retrospectively  studied  which  presented  in  a 
similar  fashion.  These  studies  demonstrated 
that  this  entity  generally  presented  in  the 
I eldery  with  the  acute  onset  of  fever,  malaise, 

I and  weight  loss.  All  patients  had  generalized 
i lymphadenopathy,  anemia,  and  a diffuse 
polyclonal  gammopathy.  Histologic 
evaluation  of  lymph  node  biopsies  indicated 
a classical  triad  of  prominent  proliferation  of 
immunoblasts,  plasma  cells,  and 
lymphocytes,  and  abundance  of  small 
arborizing  vessels  lined  by  prominent 
^ numbers  of  endothelial  cells,  and  pronounced 

j From  the  Department  of  Medicine,  Rhode  Island 
Hospital  and  the  Division  of  Biology  and  Medicine, 
Brown  University,  Providence,  Rhode  Island. 


deposition  of  acidophilic,  amorphous 
interstitial  material.  Recognition  of  this 
entity  is  important  for  pathologists,  as  well  as 
clinicians,  because  of  implications  relating  to 
diagnosis,  prognosis,  and  therapy. 

The  following  case  report  demonstrates 
well  the  clinical  and  pathologic  features 
associated  with  AILD.  More  importantly,  it 
supports  the  retrospective  observation  that 
corticosteroid  therapy  may  induce  effective 
remissions  without  the  inherent 
complications  of  cytotoxic  chemotherapy. 

CASE  REPORT 

V.M.,  a seventy  year  old  white  male, 
presented  in  December  of  1975,  with  a two 
week  history  of  fever,  chills,  anorexia, 
maculopapular  rash,  and  a 5.2  kg  weight 
loss.  Prior  to  the  onset  of  these  symptoms, 
the  patient  was  in  good  health  and  denied 
any  recent  illness  or  drug  ingestion.  The  past 
medical  history  was  unremarkable  except  for 
childhood  eczema  and  an  allergy  to 
penicillin. 

On  admission  the  patient  was  acutely  ill 
with  a temperature  to  40°  C.  Pertinent 
physical  findings  included  a fine 
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maculopapular  rash,  and  multiple  I cm 
nontender,  cervical,  axillary,  and  inguinal 
lymph  nodes.  The  liver  edge  was  palpable  3 
cm  below  the  right  costal  margin,  and  the 
spleen  was  palpable  4 cm  below  the  left 
costal  margin. 

I he  blood  count  indicated  a hemoglobin 
of  11.2  gm  per  cent,  hematocrit  of  33  per 
cent,  and  a leukocyte  count  of  5200/ mm’ 
with  69  per  cent  polymorphonuclear 
leukocytes,  17  per  cent  lymphocytes,  and  14 
per  cent  monocytes.  I'he  platelet  count  was 
58,000' mm’  and  reticulocyte  count  less  than 
I per  cent.  I.iver  function  tests  included  an 
SGOT  of  43  II,  I.DH  of  1228U,  and  an 
alkaline  phosphatase  of  I6U.  The  Westergren 
erythrocyte  sedimentation  rate  was 
50mm  hr.  The  total  protein  was  7.2  gm'lOO 
ml,  with  an  albumin  of  3.5  gm/lOO  ml.  A 
serum  protein  electrophoresis  pattern 
demonstrated  a polyclonal  increase  in 
gamma-globulins.  Specific  immunoglobulin 
assay  showed  an  IgG  of  2000  mg  ' 1 00ml,  IgA 
of  250  mg/  1 00ml,  and  IgM  of  440  mg/ 1 00ml, 
(See  Table  I).  Liver-spleen  scan  indicated 
enlargement  of  both  organs  with  diffuse 
uptake  and  without  focal  defects.  The 
initial  bone  marrow  aspirate  produced  a 
dry  tap.  A biopsy  specimen  from  the 
posterior  iliac  crest  demonstrated  marked 
hypercellularity  with  normal  maturation  of 
the  erythrocytic  and  granulocytic  series. 
Megakaryocytes  were  present  in  normal 
numbers,  and  areas  of  moderate  ossinophilia 
and  lymphocytic  infiltration  were  noted. 

A cervical  lymph  node  was  biopsied,  and 
on  microscopic  examination  the  capsule  was 
intact.  There  was,  however,  marked 
effacement  of  lymph  node  architecture  with 
cellular  and  vascular  proliferation,  and  only 
a few  remnants  of  lymph  follicles  (Fig  I).  The 
infiltrating  cells  consisted  of  lymphocytes, 
plasma  cells,  and  atypical  large  cells  with 
vesicular  nucleoli  which  were  interpreted  as 
immunoblasts.  The  blood  vessels  showed 
proliferation  with  a lining  of  plymp 
endothelial  cells  (Fig  II).  Reed-Sternberg  or 
tumor  cells  were  not  seen  and  the  histologic 
diagnosis  was  consistent  with  immunoblastic 
lymphadenopathy. 

CLINICAL  COURSE 

The  patient  continued  to  have  fever  to 
levels  of  40"C  through  the  first  fourteen  days 


of  his  hospitalization.  All  cultures  including 
multiple  blood  cultures  were  reported  to  be 
negative.  A hemolytic  anemia  developed  with 
the  hemoglobin  falling  to  6.60  gm  per  cent. 
At  the  same  time  the  direct  and  indirect 
Coomb’s  test  became  positive,  and  the 
haptoglobin  levels  were  low.  On  the  fifteenth 
hospital  day  five  units  of  packed  red  blood 
cells  were  adminstered,  and  corticosteroid 
therapy  was  initiated  at  40  mg  of  prednisone 
daily.  This  was  followed  by  a gradual  but 
steady  clinical  improvement,  and  the  patient 
became  afebrile  within  one  week.  He  was 
discharged  from  the  hospital  fourteen  days 
after  the  start  of  corticosteroid  therapy. 


Figure  I.  Lymph  Node.  Low  power  view  showing  ex- 
tensive alteration  of  architecture  with  cellular  and 
vascular  proliferation.  Hematoxylin  and  eosin  stain; 
original  magnification  x 20. 


- ^ 4' 


Figure  II.  Lymph  node.  High  power  view  showing  the 
pleomorphic  infiltrate  composed  of  ly  mphocytes,  plasma 
cells,  and  immunoblasts,  with  vascular  proliferation 
and  acidophilic  deposition.  Hematoxy  lin  and  eosin  stain; 
original  magnification  x 400. 
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On  follow-up  evaluation  he  remained 
afebrile,  and  there  was  a gradual  regression 
of  all  palpable  lymphadenopathy  as  well  as 
the  hepatosplenomegaly.  Laboratory  studies 
indicated  a reticulocyte  response  of  2-4  per 
cent  and  a progressive  rise  of  the  hemoglobin 
to  a normal  level.  The  Coomb’s  test  became 
negative  along  with  a normal  haptoglobin 
level.  The  repeat  serum  protein 
electrophoresis  and  immunoglobulin  levels 
were  also  normal  (See  Table  I). 
Our  patient  has  been  followed  for  over 
fourteen  months.  The  initial  dose  of 
prednisone  was  maintained  for  three  months, 
and  then  has  been  gradually  tapered  to  a 
maintenance  dose  of  10  mg/day. 

DISCUSSION 

The  study  published  by  Frizzera  et  al  in  1975 
consisted  of  patients  seen  in  consultative 
services  over  a period  of  ten  years. 
Retrospective  evaluation  of  biopsy  material 
previously  diagnosed  as  atypical  Hodgkin’s 
disease  or  malignant  lymphoma  revealed 
common  pathologic  presentations.  Kalus 
recently  summarized  the  major  distinguishing 
factors  between  these  malignant  processes  and 
AILD.  These  included:  1.  The  absence  of 
Reed-Sternberg  cells.  Atypical  large 
binucleated  cells  with  basophilic  nucleoli  seen 
uniformally  in  Hodgkin’s  Disease.  2.  The 
effacement  of  lymph  node  architecture  with 
preservation  of  a few  lymph  follicles  as 
opposed  to  the  alterations  commonly  seen  in 
Hodgkin’s  Disease  or  malignant  lymphoma. 
3.  The  extensive  aborization  of  hyperplastic 
capillaries  with  plump  endothelial  lining  seen 
uniformally  in  AILD  and  rarely  noted  in 
lymphomas.  4.  The  prominent  proliferation 
of  a spectrum  of  cells  including  plasma  cells 
and  lymphocytes  rather  than  the  uniform 
cellularity  usually  seen  in  the  other 
lymphomatous  neoplastic  processes.^  In 
addition,  AH.D  shows  a diffuse  polyclonal 
hypergammopathy  as  opposed  to  the 
h y p o ga  m m o p a t h y or  monoclonal 
gammopathy  seen  in  lymphomatous 
malignant  disorders. 

Through  retrospective  evaluation  of  their 
therapy  and  clinical  course  Frizzera,  et  aF, 
were  able  to  divide  their  patients  into  several 
groups  on  the  basis  of  survival  and  therapy. 
The  majority  of  the  elderly  who  received 
chemotherapy  died  following  episodes  of 


TABLE  I 


12/18/75 

12/31/75 

2/6/76 

.VI 1/76 

2/H/77 

Hemoglobin 

1 1 

6.6+ * 

1 0.1 

17 

17.8 

gm.% 

Hematocrit 

.73 

20 

.71 

41 

44 

% 

WBC 

5200 

4700 

6000 

8700 

7500 

Platelet  count 

58 

40 

1.50 

160 

167 

,x  1 0’ 

Reticulocyte 

0. 1 

0.1 

4.0 

2.6 

2.0 

SCiOT 

47 

46 

19 

21 

20 

1 DH 

1028 

1428 

421 

179 

174 

Alkaline 

phosphata.se 

16 

20 

9 

12 

8 

lotal  protein 

7.2 

7.2 

6.7 

6.5 

7.7 

Albumin 

7.9 

7.8 

4.7 

4.2 

7.7 

lgCi(nl  710-1540) 

2000 

2400 

1260 

1210 

1220 

IgM  (nl  .77-240) 

440 

440 

270 

200 

148 

IgA  (nl  60-400) 

250 

20 1 0 

270 

200 

170 

Coomb’s  I)  1 

-/- 

+ + -'  + 

-/- 

-./- 

-!- 

Haptoglobin 

20 

84 

80 

68 

*Five  units  of  packed  red  blood  cells  were  administered. 

+ Prednisone  therapy  at  40  mg.  day  was  instituted. 


neutropenia  and  sepsis.  The  younger  age  group 
was  able  to  tolerate  cytotoxic  agents  and 
tended  to  remain  in  remission  at  the  time  of  the 
analysis.  A third  group  of  patients  do  well  on  a 
short  course  of  corticosteroids  only  to  relapse 
within  months  of  cessation  of  therapy. 

From  the  clinical  and  histologic 
observations  to  date,  AILD  (or  IBL)  seems  to 
represent  an  entity  in  which  remissions  may 
occur,  and  which  can  be  distinguished  from  the 
usual  malignant  lymp  ho  proliferative 
disorders.  More  important  is  the  observation 
that  chemotherapy  has  not  proved  to  be  any 
more  effective  than  corticosteroid  therapy.  In 
addition,  chemotherapy  seems  to  be  less  well 
tolerated  in  the  elderly,  and  the  long-term 
effect  of  cytotoxic  drugs  in  the  younger  age 
group  are  of  significant  concern. 

Our  patient  had  a dramatic  clinical 
improvement  following  the  use  of 
corticosteroids,  and  was  spared  the  effects  of 
cytotoxic  chemotherapy.  Since  spontaneous 
remissions  have  been  reported  in  AILD,  it  is 
difficult  to  ascertain  the  exact  role  of  steroids 
in  his  clinical  course.  Rather,  we  can  state  that 
the  improvement  noted  initially  following  the 
institution  of  corticosteroid  therapy  and  the 
complete  remission  for  fourteen  months  on  a 
maintenance  dose  of  steroids  suggests  a 
beneficial  effect. 
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T his  case  represents  a prospective  study  of  a 
patient  placed  on  corticosteroid  therapy 
following  the  diagnosis  of  AILD  with  a 
complete  clinical  remission.  Further  study  of  a 
significant  number  of  patients  with  AILD  will 
be  needed  to  evaluate  the  natural  history  of  this 
disorder  and  the  benefits  of  various 
therapeutic  modalities.  The  optimal  duration 
of  maintenance  therapy  remains  uncertain.  We 
feel,  however,  that  the  optimal  approach  to 
this  entity  at  this  time  is  conservative 
management  and  the  use  of  corticosteroids. 

SUMMARY 

A seventy  year  old  white  male  presented 
with  fever,  rash,  weight  loss,  lymphadeno- 
pathy  and  hepatosplenomegaly.  Histologic 
evaluation  of  a cervical  lymph  node  biopsy  was 
interpreted  as  angioimmunoblastic 
lymphadenopathy.  Laboratory  examination 
indicated  a polyclonal  gammopathy  and  a 
Coomb’s  positive  hemolytic  anemia.  Clinical 
and  laboratory  improvement  ensued  following 
the  institution  of  corticosteroids.  The  patient 
has  remained  in  a complete  clinical  and 
hematologic  remission  on  a maintenance  dose 
of  corticosteroids  for  fourteen  months. 
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The  Present  Status  Of  Diabetic 
Retinopathy  In  Rhode  Island 


Careful  Screening  For  Early  Detection 
Of  Retinopathy  Is  Critical  In  Manage- 
ment Of  Diabetic  Patients 


By  Charles  B.  Kahn,  M.D. 


^N^ajor  advances  have  been  made  in  the 
diagnosis  and  management  of  diabetic 
retinopathy  in  the  past  two  decades.  A recent 
account  of  these  advances  appeared,  not  in 
the  medical  literature,  but  in  a misleading 
and  controversial  newspaper  article  in  the 
December  2,  1976,  issue  of  The  Evening 
Bulletin,  Providence,  Rhode  Island.  It  seems, 
therefore,  appropriate  to  evaluate  the  present 
status  of  diabetic  retinopathy  in  general  and 
its  treatment  more  particularly  as  it  applies 
to  the  Rhode  Island  medical  community. 

There  are  about  four  million  diabetics  in 
the  United  States,  and  overall  38  per  cent 
have  some  form  of  retinopathy.  In  juvenile 
diabetics  over  90  per  cent  will  have 
retinopathy  after  thirty  years.  Diabetes  is  the 
most  common  cause  of  new  blindness  in  the 
United  States  and  Great  Britain.  There  are 
over  thirty  thousand  cases  of  blindness 
reported  in  the  United  States  annually  of 
which  forty-four  hundred  are  due  to 
diabetes.  The  impact  of  diabetic  retinopathy 
is  therefore  substantial.  Photocoagulation 
therapy  has  recently  been  introduced  and 
may  be  a major  advance  in  the  treatment  of 
retinopathy. 


CHARLES  B.  KAHN,  M.D.,  Practitioner  in 
Diabetes  and  Endocrinology. 


TYPES  OF  RETINOPATHY 

Diabetic  retinopathy  can  be  divided  into 
two  types  — background  (nonproliferative) 
or  proliferative.  Background  retinopathy 
includes  microaneurysm  in  its  earliest  form, 
followed  by  intraretinal  hemorrhages,  wa.xy 
or  hard  exudates,  and  cotton-wool  or  soft 
exudates.  Macular  edema  and  alterations  in 
the  vascular  pattern,  such  as  arteriolar 
tortuosity  and  venular  dilation,  also  occur. 

Fluorescein  angiography  has  become  an 
essential  diagnostic  tool  in  evaluating 
retinopathy.'  - Angiography  demonstrates 
microaneurysms  not  seen  with  the 
ophthalmoscope.  Leakage  can  be  seen  from 
capillary  vessels  into  unsuspected  areas,  into 
areas  of  obvious  retinal  edema,  and  into 
areas  of  hard  exudates.  Also  more  clearly 
demonstrated  by  angiography  are  the 
avascular  areas. 

Proliferative  retinopathy  is  comprised  of 
the  development  of  new  vessels  (neovascular 
changes)  and  of  fibrous  or  glial  tissue.  These 
can  be  located  on  the  disk  or  found  elsewhere 
in  the  retina  and  may  extend  off  the  retina 
into  the  vitreous  space.  Rupture  of  retinal  or 
preretinal  vessels  can  result  in  vitreous 
hemorrhage  and  scar  formation  if  resolution 
does  not  take  place.  Traction  on  these 
vitreous  adhesions  can  then  result  in  a retinal 
detachment.  Fluorescein  angiography  is  less 
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usclul  in  liirther  delineating  proliferative 
retinopathy,  since  the  changes  are  so  much 
more  obvious  by  ophthalmoscopy.  The 
clearer  definition  of  the  involvement  of  disk 
neovasculari/ation,  however,  can  be  made  by 
angiogra  phy. 

PATHOGENESIS 

It  IS  the  general  leeling  that  retinopathy 
develops  as  a consequence  of  hypo.xia.  ' 
Increased  platelet  adhesiveness,  intravascular 
microthrombi,  changes  in  blood  flow, 
reduced  erythrocyte  distensability,  restricted 
oxygen  release  of  the  erythrocyte  (reduced 
2,3-DPG,  or  increased  Al-c  hemoglobin), 
thickened  capillary  basement  membranes, 
segmental  capillary  closure,  opening  of 
arteriovenous  shunts,  and  possibly  fat  emboli 
lead  to  a “generali/ed  ischemic  process”.  ' ■' 
,As  the  pericytes  die,  microaneurysms  form, 
and.  as  the  capillary  wall  weakens, 
intraretinal  hemorrhages  and  leakage  (hard 
exudates  and  edema)  occur.  Soft  exudates 
represent  microvascular  infarction  in  the 
inner  nerve  fiber  layer  and  may  be  more 
closely  related  to  hypertension  than  to  the 
diabetes.  Due  to  the  ischemic  process 
neovascular  changes  develop  and  usually 
progressively  worsen.  Fibrous  (glial)  changes 
can  develop  either  as  a residual  scar  from  a 
hemorrhage  or  possibly  as  a primary 
consequence  of  the  ischemic  process. 
Vasoformative  or  vasoproliferative  factors 
have  been  suspected  as  humoral  agents 
released  under  the  stimulus  of  hypoxia,  but 
such  factors  have  yet  to  be  delineated. ^ The 
controversy  continues  over  whether  these 
pathogenetic  mechanisms  are  primarily 
genetic  or  are  acquired  through  the  metabolic 
abnormalities  of  diabetes  mellitus.  Much 
data  are  accumulating  that  the  latter  is  the 
major  factor.  Flyperglycemia  per  se,  lipid 
abnormalities,  and  abnormalities  in  growth 
hormone  metabolism  have  been  considered 
to  be  the  most  significant  metabolic  changes. 
The  reader  is  referred  to  Keen  and  .larrett’s 
text  on  “Complications  of  Diabetes”  for  a 
more  complete  discussion  of  this  matter.^ 
Recently  an  interesting  but  unsubstantiated 
immunogenic  etiology  related  more  directly 
to  parenteral  insulin  administration  has  been 
postulated  for  optic  nerve  neovascularization. 

TREATMENT 

General  principles  of  treatment  of  diabetic 
retinopathy  have  included  good  diabetic 


control  and  management  of  hypertension.' 
Multiple  other  programs,  including  Vitamin 
B 12,  anticoagulants,  anabolic  steroids, 
testosterone,  estrogens,  B-hydroxyrutoside, 
adrenogens,  and  even  ocular  irradiation,  have 
been  tried  with  uniform  lack  of  success.'  ^ 
Clofibrate-S,  low  fat  diets,  salicylates,  and 
para-aminosalicylic  acid  have  shown  some 
promise  in  reducing  hard  exudates,  but  so  far 
yield  limited  improvement  in  visual  acuity. ^ 

llypophysectomy  has  been  accepted  as  a 
proven  method  of  stabilizing  or  improving 
severe  proliferative  retinopathy  in  about  one- 
half  the  cases.  ^ ^ However,  because  of  the 

magnitude  of  the  treatment,  the  usefulness  of 
hypophysectomy  was  always  limited  and  has 
now  been  supplanted  by  photocoagulation 
therapy.  Photocoagulation  therapy  for 
diabetic  retinopathy  has  become  one  of  the 
most  exciting  developments  in  therapeutic 
medicine. 

Xenon  arc  (not  laser)  photocoagulation 
was  developed  in  the  late  1950s  by  Meyer- 
Schwickerath  and  subsequently  was  followed 
by  ruby  and  then  argon  laser 
photocoagulation.  ' The  first  experience  with 
laser  photocoagulation  in  Rhode  Island  was 
reported  in  this  Journal  in  1972.^ 

Xenon  arc  photocoagulation  emits 
polychromatic  light  (white  light-all  wave 
lengths)  which  is  absorbed  into  the 
pigmented  retinal  epithelial  layer  and 
produces  heat,  tissue  destruction,  and 
scarring.  The  laser  photocoagulators  emit 
single  colored  parallel  light  rays  (ruby-red 
6943A  wave  length  and  argon-green  4880  and 
4145A  wave  lengths)  which  are  more 
effectively  absorbed  into  the  pigmented 
epithelial  layer  and  in  the  case  of  the  argon 
laser  absorbed  more  effectively  by  the  red 
color  of  erythrocytes.'  - The  laser 
photo coagulators  have  considerable 
advantage,  such  as  better  absorption,  less 
energy,  sharper  focus,  smaller  burn-size,  and 
ease  of  use  on  patients  over  the  xenon  arc 
type.  - The  argon  laser  is  becoming  the 
instrument  most  commonly  used. 

The  overall  purpose  of  photocoagulation, 
commensurate  with  the  theories  of  the 
pathogenesis  of  diabetic  retinopathy,  is  to 
reduce  the  metabolic  requirements  of  the 
retina  by  tissue  destruction.  This  may  occur 
simply  by  the  net  lossr  of  tissue  (approximately 
one-seventh)  or  perhaps  by  improved 
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diffusion  of  oxygen  and  nutrients  from  the 
deeper  choroidal  circulation  to  the  more 
superficial  retinal  tissue.  ' " 

Considerable  evidence  has  suggested  that 
photocoagulation  is  a valuable  form  of 
therapy  in  treating  diabetic  retinopathy. 
Several  reviews  are  available. ' The  most 
meaningful  data  have  been  provided  by  the 
Diabetic  Retinopathy  Study  Research  Group 
in  “The  Preliminary  Report  on  the  Effects  of 
Photocoagulation  Therapy. This  was  a 
randomized  study  begun  in  1971  and  carried 
out  at  fifteen  centers  around  the  country  in 
over  1700  diabetics.  The  criteria  upon  which 
the  treated  eye  was  randomly  selected 
required:  (1)  that  the  media  were  clear  (no 

cataracts,  vitreous  hemorrhage)  to  the  retina, 
(2)  that  there  was  bilateral  retinopathy  with 
neovascular  proliferation  in  at  least  one  eye 
or  severe  nonproliferative  retinopathy  in 
both,  and  (3)  that  visual  acuity  had  to  be 
better  than  20,  100  in  both  eyes.  Terms  such 
as  NVD  (new  vessels  disk)  and  NVE  (new 
vessels  elsewhere),  as  well  as  a grading  system 
comparing  new  vessel  size  to  disk  diameters 
or  in  comparison  to  a standard  slide,  called 
“slide  lOA,”  were  developed  for  this  study. 
The  xenon  arc  and  argon  laser 
photocoagulators  were  used.  Both  treatment 
techniques  included  extensive  “scatter” 
photocoagulation  (“panretinal  photocoagula- 
tion,” “retinal  ablation”)  and  focal  treatment 
of  new  vesels  on  the  surface  of  the  retina. 

The  results  of  this  study  are  most  striking. 
The  overall  occurrence  of  severe  visual  loss 
(less  than  5,'200)  at  the  end  of  two  years  was 
reduced  from  16.3  per  cent  in  all  untreated 
eyes  to  6.4  per  cent  in  all  treated  eyes,  a 
change  of  61  per  cent.‘^  These  data  provide 
substantial  evidence  that  photocoagulation 
therapy  should  be  made  available  to  the 
general  population.  Cures  were  not  the  end- 
point, but  substantial  stabilization  of  vision 
or  major  delay  in  deterioration  appear  to  be 
realistic  achievements.  The  study  did  not 
make  an  important  distinction  between 
xenon  arc  and  argon  laser  photocoagulation. 
Eurther  experience  will  be  required  to 
determine  which  type  of  photocoagulation 
may  be  best  for  various  types  of  retinopathy. 

The  criteria  used  for  patient  selection  at 
present  in  Rhode  Island  should  for  the  most 
part  follow  those  of  the  Retinopathy  Study 
Research  Group  as  recently  adjusted.  The 


criteria  have  been  amended  because  of  the 
apparent  success  of  the  study,  dherapy  can 
now  be  applied  to  any  eye  with  moderate  or 
severe  new  vessel  development  on  or  within 
1-disk  diameter  of  the  optic  disk  if  fresh 
hemorrhage  is  present  or  moderate  or  severe 
new  vessels  elsewhere  if  fresh  hemorrhage  is 
present.'-  These  recent  adjustments  allow  for 
greater  individualization  of  therapy.  Several 
Rhode  Island  ophthalmologists  have  been 
using  laser  photocoagulation  and  in  general 
follow  these  criteria  for  selection.  Cataract 
extraction  or  possibly  microsurgical 
vitrectomy  have  allowed  many  patients  to 
become  candidates  for  photocoagulation 
therapy  by  the  clarification  of  the  ocular 
media. 

Early  treatment  clearly  seems  best. 
Prognosis  is  worsened  by  the  presence  of  disk 
new  vessels,  fresh  hemorrhage,  macular 
edema,  systemic  hypertension,  or  renal 
failure  and  is  improved  by  new  vessels 
present  only  away  from  the  disk  or 
retinopathy  without  neovascular  disease. 

The  complications  of  photocoagulation 
therapy  especially  laser  therapy  are 
surprisingly  few,  but  retinal  detachment, 
hemorrhage,  macular  burns,  macular  edema, 
small  losses  of  visual  acuity,  small  losses  in 
visual  fields,  and  retinal  vein  or  artery 
occlusion  can  occur. 

It  appears  to  be  established  that 
panretinal  and  focal  photocoagulation  are  of 
value  in  preserving  vision  in  the  more  serious 
forms  of  diabetic  retinopathy.  Careful 
screening  of  diabetic  patients  and  early 
detection  of  retinopathy  are  critical  in  the 
overall  management  of  these  patients  so  that 
in  concert  with  the  ophthalmologist  patients 
can  be  selected  early  for  photocoagulation 
therapy.  Photocoagulation  therapy,  possibly 
combined  with  cataract  surgery,  vitrectomy, 
or  both  should,  therefore,  improve  the 
overall  prognosis  for  vision  and  the  quality 
of  life  for  the  diabetic  patient. 
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NOTICE 

We  make  housecalls  in  the  Blackstone  Valley 
area  to  take  electrocardiograms. 

For  appointment,  call  725-2012 

The  Doctor's  Laboratory,  Inc. 

Pawtucket,  R.  I. 
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professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & Shepleymc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 
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mis  asthmaiic 

Isn’t  worried  about  his  next  breath... 


he’s  active 
he’s  effectively 
mahifahied  on 


contains  theophylline  (anhydrous)  150  mg 
ond  glyceryl  guoiocolote  (guoifenesin) 

90  mg  Elixir:  alcohol  15% 


• high  theophylline  for 
effective  around-the- 
clock  therapy 

• 1 00%  free  theophylline 

• individualized 
theophylline  dosage 
schedule 

Indicotions:  For  the  symptomotic  treofment  of  broncho- 
spostic  conditions  such  os  bronchiol  osthmo, 
osthmotic  bronchitis,  chronic  bronchitis,  ond  pulmonory 
emphysemo. 

Dosage:  Initiol:  Adults:  1-2  copsules  or  1-2  toblespoon- 
fuls  elixir  every  6-8  hours,  childrens- 12:  1 toblespoonful 
or  one  copsule  every  6-6  hours  and  children  under  6: 

3 to  5 mg  theophylline/kg  body  weight  every  6-6 
hours.  Theophylline  dosage  may  be  cautiously  in- 
creosed  to  2000  mg/24  hr  in  odults  or  7 mg/kg  in 
children;  monitoring  of  serum  theophylline  levels  ot 
higher  dosoges  is  recommended. 

Precautions:  Do  not  odminister  more  frequently  than 
every  6 hours,  or  within  12  hours  ofter  rectol  dose  of 
ony  preporofion  contoining  theophylline  or  omino- 
phyliine.  Do  not  give  other  xanthine  derivatives  con- 
currently. Use  in  cose  of  pregnancy  only  when  clearly 
needed. 

Adverse  Reoctions:  Theophylline  moy  exert  some  stim- 
uloting  effect  on  the  central  nervous  system.  Its  odmin- 
istrotion  moy  couse  locol  irritation  of  the  gostric  mucoso, 
with  possible  gostric  discomfort,  nouseo  and  vomiting. 
The  frequency  of  adverse  reactions  is  reloted  to  the 
serum  theophylline  level  ond  ore  not  usuolly  o prob- 
lem at  serum  theophylline  levels  below  20pg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  ond  1000  ond 
unit-dose  pociss  of  100;  Elixir  in  bottles  of  1 pint  and 
1 gallon. 
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Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator'? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodiian— compatible 
with  concomitant  therapy 

• vasodiian— compatibie 
with  your  totai  regimen 
for  vascular  insufficiency 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 

Composition:  Vasodiian  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg. 

Vasodiian  iniection,  isoxsuprine  FICI,  5 mg  , per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg , three  or  four  times  daily 
Intramuscular  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg , bottles  of  100,  1000.  5000  and  Unit  Dose,  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection.  10  mg  per 
2 ml  ampul,  box  of  six  2 ml  ampuls 

U S Pat  No  3,056,836 
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Screening  Of  DES-Exposed  Women 
In  Rhode  Island,  1974-1977 


IVe  Must  Continue  To  Identify  Those 
Young  Women  Who  Were  Exposed  And 
Follow  Them  Periodically 


By  Donald  D.  Edinger,  Jr..  M.D. 


Ij  In  1971  the  link  between  the  ingestion  by 
pregnant  women  of  diethylstilbestrol  (DES) 
Ij  and  the  subsequent  occurrence  of  clear-cell 
8 adenocarcinoma  (CCA)  of  the  cervi.x  and 
vagina  in  their  exposed  female  offspring  was 
1 reported  by  Herbst  et  al.'  J heir  initial  report 
n was  soon  supported  by  others  in  the 

tl  literature  linking  the  maternal  ingestion  of 
IJ  steroidal  and  non-steroidal  estrogens  to  a 
8 noteworthy  increase  in  CCA  in  the  progeny 
8 of  mothers  so  treated.  Since  1971  the  medical 
C profession  has  assumed  the  Herculean  task  of 
ij  identifying  the  group  of  young  women, 

<1  estimated  at  between  500, 000  and  2,000,000, 
'.tj  exposed  to  DES  and  related  steroidal  and 
III  non-steroidal  estrogens  during  gestation,  who 
li  are  allegedly  at  risk  for  the  development  of 


C DONALD  D.  EDINGER,  JR.,  M.D.,  for- 
a merly  Resident  and  Chief  Resident,  Gyne- 
i cology  and  Obstetrics,  Women  and  Infants 
1?  Hospital  of  Rhode  Island  and  the  Rhode 
i'  Island  Hospital;  currently  Assistant  Profes- 
j sor  of  Gynecology  and  Obstetrics,  Tufts 
^ University  School  of  Medicine  and  Clinical 
Fellow  in  Gynecologic  Oncology,  New  Eng- 
1)  land  Medical  Center  Hospitals,  Boston, 
I Massachusetts. 


CCA,  and  evaluating  these  indixiduals  at 
regular  intervals  by  various  techniques. 

J he.  Registry  of  Clear-Cell  Adeno- 
cacinoma  of  the  (ienital  I'ract  in  Young 
Females,  begun  by  Doctors  Herbst  and 
Scully,  contains  at  this  time  more  than  350 
cases  of  CCA  of  vaginal  or  cervical  origin. - 
Since  its  inception,  several  Registry 
publications  analyzing  the  case  data  have 
appeared  in  the  literature  and  will  not  here 
be  reviewed. 

Unlike  other  gynecologic  malignancies, 
there  has  been  to  date  no  recognizable 
preinvasive  or  in  situ  state  for  adeno- 
carcinoma of  the  clear-cell  type.  It  is 
well  known  that  the  occurrence  of  vaginal 
adenosis  is  quite  rare  in  young  women  not 
exposed  in  utero  to  DES  and  its  related 
compounds.  A recent  review'  of  the  Registry 
cases  have  shown  that  invasive  CCA  has 
been  found  in  association  with  benign 
vaginal  or  cervical  adenosis  in  nearly  95  per 
cent  of  the  cases.-  A typical  adenosis  has 
therefore  been  suggested  by  some  clinicians 
as  a precursor  lesion  or  pre-invasive  form  of 
CCA. 

It  is  beyond  the  scope  of  this  paper  to 
review'  extensively  the  current  literature  on 
DES.  Adenosis  and  CCA.  Rather,  its  intent 


Screening  Of  DES-Exposed  Women  In  Rhode  Island,  1974-1977 


123 


is  to  provide  an  answer  to  a question  posed 
by  Rhode  Island  praetitioners  to  their 
gynecologic  colleagues:  What  is  being 

observed  in  Rhode  Island’s  population  ot 
1 )I:S-e.\posed  daughters? 

MATERIALS  AND  METHODS 

The  case  records  ot  74  patients  comprising 
117  visits  to  the  Special  Gynecologic 
(C'olposcopy)  C'linic  Irom  .lime  1974  to 
March  1977  at  the  Women  and  Infants 
Hospital  of  Rhode  Island  were  reviewed. 
Data  on  age.  gravidity,  parity  and  cytologic 
screening  were  collected.  DES  history  was 
documented  when  possible  by  contact  with 
the  referring  physician  or  by  interview  with 
the  mothers  of  the  patients  being  evaluated, 
t he  gross  impressions,  colposcopic  findings, 
and  histologic  evaluation  when  performed 
were  then  recorded  from  chart  review. 

RESULTS 

Our  patients  ranged  in  age  from  14  to  27 
years.  The  distribution  of  the  various  ages  is 
shown  in  Table  I.  With  respect  to  gravidity 
and  parity,  58  of  74  patients  were 
nulligravidas,  12  primagravidas,  and  4 
multigravidas.  The  majority  of  the  patient 
population  was  nulliparous  (66  of  74),  with 
only  eight  patients  having  parity  of  one  or 
more. 


Cytologic  screening  data  are  shown  in 
Table  II.  Atypical  Papanicolaou  smears 
(Class  111  or  greater)  w'ere  found  in  10.9  per 


TABLE  I 

Age  in  Years 

Number  of  Patients 

14 

1 

16 

4 

17 

4 

18 

5 

19 

10 

20 

1 1 

21 

1 1 

22 

9 

23 

7 

24 

2 

25 

5 

26 

2 

27 

3 

TOTAL  74 

TABI.K  II 


Cytologic  Screening  in  DES-Exposed  Population(N=74) 


Pap  Smear  ( lass 

Number 

of  Patients 

Class  1 
(cytologically 
negative) 

46 

(62.2%) 

Class  II 

20 

(27.0%) 

(“atypical-benign." 
inflamatory 
changes  noted) 

Class  III 

(atypia  suggestive 
of  intraepithelial 
neoplasia,  “dysplasia”) 

7 

(9.4%) 

Class  IV 

(suggestive  of  severe 
CIN,  “carcinoma- 
in-situ.”) 

1 

(1.4%) 

cent  of  those  patients  screened,  with  89.1  per 
cent  of  this  population  showing  normal  or 
inflammatory  cytology. 

DES  or  related  estrogen  history  was 
ascertained  in  49  of  the  74  patients  and 
suggested  but  not  ascertained  in  24 
additional  patients.  One  patient  had  been 
referred  for  colposcopic  evaluation  for  “gross 
changes  of  the  cervi.x  compatible  with  DES 
exposure,”  although  her  mother  specifically 
gave  a negative  history  of  drug  ingestion 
during  her  pregnancy. 

The  findings  on  gross  inspection  of  the 
cervix  and  vagina  are  presented  in  Table  111. 
Negative  examinations  were  encountered  in 
8.1  percent  of  the  patients.  The  most 
frequently  described  finding  was  the  cervical 
“hood”  or  “collar”,  with  the  so-called 
“pseudopolypoid”  cervix  as  the  second  most 
frequently  encountered.  Erythroplakia, 
puristically  a colposcopic  term,  is  employed 
herein  to  encompass  both  erosion  and 
eversion  (ectopy,  ectropion)  as  a “red  lesion”, 
visible  to  the  naked  eye,  and  was  encountered 
in  31.1  per  cent  of  patients.  Adenosis  was 
described  as  a gross  finding  in  21.6  per  cent 
of  the  population  screened. 

Colposcopic  impressions  are  found  in 
Table  IV.  Colposcopic  examination  was 
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TABLE  III 


Summary  of  Findings  on  Gross  Examination  of  the 
Cervix  and  Vagina  in  DES-Exposed  Patient  Population 


Lesion 

Number 

Percent 

None  present 

(negative  examination) 

6 

8.1% 

Cervical  “hood”  or  “collar"  

31 

41.9% 

Cervical  “pseudopolvp”  

28 

37.8% 

Erythroplakia  including  “erosion,” 

“eversion,”  “ectopy.”  and  “ectropion 

” 23 

31.1% 

Vaginal  adenosis  

16 

21.6% 

Cervical  “cock’s  comb” 

15 

20.3% 

Transverse  vaginal  septae  

2 

2.7% 

i TABLE  IV 

Colposcopic  Findings  in  DES-Exposed  Patient 

* Population 

Number 

Percent 

! Colposcopic  examination  not 

i performed  

3 

4.1% 

Typical  Transformation  Zone 

38 

51.4% 

1 .Atypical  Transformation  Zone  . . . . 

33 

44.5% 

1 

1 Coppleson  Grade  I 

22 

29.5%. 

(irade  II  

10 

13.6% 

^ Cirade  III  

1 

1.4% 

( Erythroplakia 

(Ectopy,  eversion,  ectropion) 

17 

23.0% 

Normal  Squamous  Metaplasia  . . . . 

20 

27.1% 

l\  Vaginal  Adenosis  

i 

15 

20.3% 

L deferred  or  deemed  “not  necessary”  in  4.1  per 

jj  cent  of  patients.  Typical 

transformation 

v!  zones  were  observed  in  51.4 

per  cent 

of  the 

ij  patients,  while  atypical  transformation  zones 

were  recorded  in  44.5  per  cent.  Tw'enty-nine 
per  cent  of  the  atypical  transformation  zones 
were  in  the  category  of  Grade  I atypia, 
according  to  the  system  proposed  by 
Coppleson,  and  represent  mildly  atypical 
changes.  Ectopic  columnar  epithelium  on  the 
cervical  portio  vaginalis  was  observed  in  23 
per  cent  of  patients,  and  typical  squamous 
metaplasia  was  recorded  in  27. 1 per  cent. 
Adenosis  as  a colposcopic  diagnosis  was 
stated  in  20.3  per  cent  of  patients  subjected 
to  e.xamination. 

The  results  of  pathologic  evaluation  of 
biopsy  material  are  contained  in  Table  V. 
Biopsy  was  not  performed  in  17.6  per  cent  of 


the  patients.  The  most  common  histologic 
findings  in  the  patient  population  were  acute 
cervicitis,  chronic  cervicitis,  or  both. 
Adenosis  was  encountered  in  32.4  per  cent, 
somewhat  higher  than  that  stated  for  gross  or 
colposcopic  impression.  The  histologic  yield 
in  terms  of  intraepithelial  neoplasia  was 
relatively  low  in  spite  of  the  large  percentage 
of  patients  with  atypical  transformation 
zones  observed.  A single  case  of  squamous 
cell  carcinoma-in-situ  of  the  cer\ix  was 
observed.  No  evidence  of  CCA  was 
encountered  in  any  of  the  biopsy  material. 

DISCUSSION 

In  the  small  patient  population  surveyed  at 
the  Women  and  Infants  Hospital  of  Rhode 
Island  no  case  of  CCA  has  been  encountered. 
The  percentage  of  biopsy-proven  adenosis 
conforms  well  to  the  38  per  stated 
incidence  by  Herbst,^  but  not  to  the  87  per 
cent  and  90  per  cent  stated  by  StafT  and 
Sherman.^  respectively. 

Ihe  transformation  from  Mullerian 
(columnar)  epithelium  to  squamous 
epithelium  by  squamous  metaplasia  normally 
occurs  in  the  presence  of  a lowered  vaginal 
pH.  This  dynamic  process,  occurring  over 
years  in  the  reproductive  lifetime  of  a 
woman,  entails  considerable  maturation  of 
an  immature  epithelium,  and  when  viewed 
colposcopically  and  histologically  may  be 
misinterpreted  as  neoplasia,  when  it  is  in  fact 
normal  albeit  immature  metaplasia,  fhe 


TABLE  V 

Histologic  Findings  in  DES-Exposed  Patient  Population 


Number  Percent 


Biopsy  not  performed  13  17.6(7 

Cervitis,  .Acute  and  Chronic  44  59.59? 

Vaginal  Adenosis  24  32.49? 

Squamous  Metaplasia 17  23. OC 

Cervical  Intraepithelial  Neoplasia 
(CIN)  or  Vaginal  Intraepithelial 

Neoplasia  (VAIN)  8 10.89? 

CIN  or  VAIN  I 6 8.1 

CIN  or  VAIN  II  I 1.4 

CIN  or  VAIN  III  I 1.4 

Atypical  Squamous  Metaplasia  ....  5 6.89? 

Vaginitis.  Acute  and  Chronic  2 2.79? 

Acanthosis  I 1.49? 

Parakeratosis  I 1.4% 
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colposcopic  impression  ol  atvpia  within  the 
transformation  /one  of  varying  grades  and 
the  histologic  yield  of  intraepithelial  neo- 
plasia do  not  well  relate  to  each  other  in  our 
small  series.  Ihis  is  perhaps  best  explained 
by  the  immaturity  of  the  metaplastic  epithe- 
lium which  may  appear  as  neoplasia  to  the 
eolposeopist.  but  will  not  be  confirmed  by 
the  pathologist.  I he  designations  C’lN  and 
VAIN  used  in  Table  5 represents  the 
preferretl  manner  of  indicating  epithelial 
changes  formerly  relerred  to  as  dysplasias.'’ 
CIN  Grade  I corresponds  to  a mild 
dysplasia,  GIN  11  to  moderate  dysplasiti,  and 
C'lN  111  includes  severe  dysplasia  and 
ca  rein  oma-in-sitii. 

1 he  low  yield  of  intraepithelial  neoplasias 
in  our  patient  population  thus  far  screened 
should  not  allow  us  to  assume  a false  sense  of 
security.  From  the  data  thus  far 
accumulated,  from  0.14  to  1.4  cases  per  1. ()()() 
individuals  have  been  exposed  to  DES.-  Our 
patient  population  to  date  has  been  small. 
CCA  is  not  difficult  to  diagnose  when  the 
patients  are  experiencing  symptomatology, 
but  as  many  as  18  per  cent  of  the  cases  in  the 
1 umor  Registry  have  been  asymptomatic. 

1 he  three-year  survival  approaches  75  per 
cent  with  Stage  1 lesions.-  Treatment 
modalities  for  CCA  consist  of  either  radical 
surgery  or  extensive  radiotherapy,  the  former 
being  preferable  for  early  lesions. 

If.  in  fact,  CCA  is  to  be  detected  at  a 
curable  stage,  routtne  screening  of  all  pa- 
tients exposed  in  utero  to  steroidal  and 
non-steroidal  estrogens  must  be  continued. 
We  must  continue  to  identify  these  young 
women,  conduct  thorough  initial  cytologic, 
gross,  colposcopic,  and  histologic  surveys  of 
their  genital  tracts,  and  follow'  them  at 
regular  intervals  with  indicated  procedures. 
Only  in  this  manner  will  it  become  possible 
further  to  document  the  association  of  DES 
and  its  related  compounds  with  genital 
malignancy,  and  simultaneously  offer  young 
female  patients  at  risk  the  opportunity  for 
detection  at  an  early  stage  of  a potentially 
lethal  neoplasm. 
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New  England  Medical  Center  Hospitals 
171  Harrison  Avenue 
Boston,  Massachusetts  02111 
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FOR  SALE  OR  RENT? 

Advertise  in  the  RJ.  Medical  Journal 
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WASHINGTON  COUNTY 
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HEALTH  CENTER 

Position  part-time  — 3 days  a week.  Must  be  a 
graduate  of  an  approved  residency  program. 

Expanding  program,  outpatient  services,  substance 
abuse  unit,  beginning  day  activities  program  and  work 
beginning  on  the  development  of  emergency  and 
inpatient  services  as  well  as  Consultation  and  Education 
program. 

Duties  include  evaluation  of  patients,  consultations  to 
staff,  appropriate  Center  committee  work,  consultation 
to  general  hospitals  and  other  human  service 
organizations. 

Salary  commensurate  with  experience  and  training. 
Excellent  fringe  benefits. 

Contact:  David  Kass,  M.  D , Medical  Director 
or 

Richard  C.  Antonelli,  Executive  Director 
Washington  County  Community  Mental 
Health  Center 
P.  O.  Box  363 
Charlestown,  R.  I.  02813 
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Special  Article: 

David  Vs.  Goliath 


Eight  Physicians  From  The  Nation's  Small- 
est State  Challenge  Four  Of  The  Country's 
Largest  Malpractice  Insurers 


By  Anthony  F.  Merlino,  M.D. 

This  the  blow-by-blow  account  of  the 
efforts  of  a handful  of  Rhode  Island 
physicians  who  chose  to  fight  back  rather 
than  succumb  to  the  injustices  and  inequities 
inflicted  upon  them  and  their  colleagues  by 
their  malpractice  insurers. 

The  story  began  back  in  April  1975  when 
for  the  first  time  Rhode  Island  physicians 
began  to  experience  difficulty  obtaining 
! professional  liability  insurance  coverage  at 
I reasonable  rates. 

j Up  until  that  time.  New  England  in  general 
I and  Rhode  Island  in  particular  had  enjoyed  a 
i very  good  malpractice  claims  experience. 

I Only  a minimal  number  of  suits  had  been 
brought,  most  of  which  were  won  by  the 
physician-defendants.  In  those  that  were  not, 
the  monetary  awards  were  small.  Because  of 
this  track  record,  Rhode  Island  malpractice 
insurance  premiums  had  been,  until  then, 

; among  the  lowest  in  the  entire  country. 


Reprinted  from  the  September  1977  issue  of  JLM/ 
I.egal  Aspects  of  Medical  Practice  with  the  kind 

permission  of  the  publishers  and  author. 

i 

1 

, ANTHONY  F.  MERLINO,  M.D.,  Provi- 
1 dence  Orthopaedist:  affiliated  with  St. 

Joseph’s  Hospital  and  Roger  Williams  General 
Hospital:  appointee  to  the  Panel  of  Medical 
^ Advisors  for  the  State  of  Rhode  Island  in  1974 
. and  to  the  Rhode  Island  Medical  Malpractice 
Commission  in  1975. 


It  came  as  quite  a shock,  therefore,  when 
the  four  major  medical  malpractive  insurance 
underwriters  in  Rhode  Island  proposed 
significantly  higher  malpractice  premium 
rates  to  go  into  effect  in  July  1976.  In  some 
cases,  those  new  rates  were  several  times 
those  in  effect  the  preceding  year.  The  four 
companies  — the  St.  Paul,  Aetna,  Travelers, 
and  Hartford  — wrote  over  95  per  cent  of 
the  malpractice  policies  on  the  state’s 
approximately  1,250  physicians. 

As  if  this  were  not  bad  enough,  the  insurer 
of  the  largest  single  group  covered  by  any 
company  in  Rhode  Island  (more  than  600 
physicians  who  had  opted  for  the  state 
medical  society  plan)  decided  to  change 
substantively  the  way  it  wrote  medical 
malpractice  coverage.  The  St.  Paul 
announced'  it  was  going  from  a claims- 
occurrence  to  a claims-made  basis. 

At  that  time,  most  physicians  had  not  the 
faintest  idea  that  the  claims-occurrence 
policies  they  had  been  buying  covered  any 
and  all  claims  arising  out  of  an  incident 
during  a particular  policy  year  no  matter 
how  many  years  later  the  claim  might  be 
filed.  And  they  certainly  could  not  have  been 
expected  to  know  that  claims-made  policies 
covered  only  claims  filed  during  the  current 
policy  year  regardless  of  when  the  incident 
took  place.  A few  of  us  took  the  time  and 
trouble  to  learn  the  difference  and  began 
explaining  it  to  our  fellow  physicians.  Once 
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so  intormed,  the  more  than  600  physicians 
affected  overwhelmingly  rejected  claims- 
made  coverage. 

USING  'CONSENT  TO  RATE  INCREASES/  ONE 
COMPANY  CHARGED  PREMIUMS  148  PER 
CENT  HIGHER  THAN  THOSE  APPROVED  BY 
THE  STATE  INSURANCE  COMMISSIONER 

Not  to  be  outdone,  Aetna  (the  insurer 
writing  the  second  largest  number  of 
malpractice  policies  in  the  state)  came  up 
with  a little  gimmick,  of  its  own.  It  began  to 
employ  “consent  to  rate  increases”  while 
charging  rates  148  per  cent  higher  than  those 
approved  by  the  state’s  insurance 
commissioner.  1 he  company  got  around  the 
law  by  having  the  individual  policyholder 
sign  a “consent  to  rate  increase”  form  that  in 
essence  said  the  policyholder  knew  the  rate 
being  charged  was  higher  than  that  approved 
by  the  state’s  regulatory  agency  but  that  since 
he  needed  coverage  and  could  not  get  it 
elsewhere  at  a lower  rate  he  would  contract 
to  buy  it  from  Aetna  at  the  nonapproved 
higher  rate. 

Clearly,  an  effort  had  to  be  made  to  head 
off  what  appeared  to  be  a rampant  escalation 
of  the  crisis  in  malpractice  insurance 
availability  and  affordability.  Two 
physicians,  Drs.  David  M.  Barry  and  Paul  J. 
M.  Healey,  were  instrumental  in  getting  a bill 
introduced  into  the  state  legislature  that 
would  have  frozen  the  existing  rates  for  10 
months  and  created  a malpractice  study 
commission  to  propose  definitive  malpractice 
reforms  within  that  time. 

The  bill  passed  the  state  senate 
unanimously.  But  the  threat  of  the  St.  Paul, 
the  state’s  largest  malpractice  insurer,  to 
withdraw  from  the  state  apparently  killed  the 
measure  in  the  House.  Prior  to  the  defeat  of 
the  bill,  however,  the  two  physicians  who  had 
urged  its  introduction  had  some  unsettling 
experiences.  A representative  of  the  state’s 
largest  broker  for  malpractice  insurance 
called  their  offices  to  threaten  that  their 
malpractice  policies  would  not  be  renewed  if 
they  did  not  have  the  bill  withdrawn. 

While  all  this  was  going  on,  the  more  than 
600  physicians  insured  by  the  St. 
Paul  were  not  lulled.  Their  malpractice 
insurance  was  due  to  expire  on  June  30, 
1975,  and  many  could  not  accept  renewal  of 
their  coverage  on  a claims-made  basis.  As  a 


HIGH  COURT  TO  HEAR  MO’S  SUIT 

T he  Supreme  Court  agreed  to  decide  whether 
malpractice  insurance  companies  illegally 
boycotted  Rhode  Island  physicians. 

The  case  arose  from  a 1975  decision  by  St. 
Paul  Fire  & Marine  Insurance  Co.  to  renew 
professional  liability  coverage  only  on  a 
restrictive  “claims  made”  basis  which  imposes  a 
time  limit  on  coverage.  Physicians  who  then 
attempted  to  take  their  business  to  three  other 
insurance  companies  claimed  they  were  denied 
coverage  of  any  sort.  They,  and  their  patients, 
claimed  this  constituted  a boycott.  They  were 
upheld  by  a lower  court.  The  other  companies 
involved  are  Aetna  Casualty  & Surety  Co., 
Hartford  Fire  Insurance  Co.,  Hartford  Casualty 
Co.,  and  Travelers  Insurance  Co.  The 
companies  maintain  that  federal  law  exempts 
them  from  such  antitrust  suits  and  that  the 
“boycott”  exception  does  not  refer  to  boycotts  of 
policyholders.  The  companies  said  that  if  the 
lower  court  ruling  is  allowed  to  stand,  it  would 
become  “an  invitation  to  policyholders  to  invoke 
a federal  forum  to  redress  grievances  which  until 
now  have  been  left  to  state  regulation.” 

The  federal  appeals  court  in  Boston,  in 
upholding  the  plaintiffs,  had  acknowledged  that 
other  courts  had  interpreted  the  boycott 
exception  as  one  designed  by  Congress  to 
protect  agents  or  other  insurance  companies 
from  being  blacklisted  by  combinations  of 
companies. 

The  Boston  court  disagreed,  however,  finding 
that  the  meaning  of  the  law  was  not  ambiguous 
and  noting  that  in  antitrust  law,  a boycott  is  a 
“concerted  refusal  to  deal”  with  a disfavored 
purchaser  or  seller. 

“Concerted  refusals  by  a number  of 
companies  to  sell  malpractice  insurance  policies 
to  doctors  who  were  dissatisfied  with  the  policv 
offered  by  their  insurer  would  seem  to  fit  within 
this  definition  of  boycott,”  the  court  declared. 


Reprinted  from  .AM  News,  November  14.  1977 


result,  physicans  attempted  — futilely  — to 
obtain  malpractice  insurance  coverage  with 
one  of  the  state’s  three  other  major  medical 
malpractice  underwriters.  They  were  advised 
that  the  local  malpractice  insurance  market 
was  “frozen”  with  respect  to  switching  from 
one  company  to  another.  They  were  given 
the  option  of  accepting  claims-made  or 
“going  bare.” 

Almost  one-half  of  the  state’s  physicians 
(many  in  the  surgical  subspecialties)  said  they 
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would  refuse  to  jeopardize  the  future 
financial  well-being  of  their  families  by 
practicing  without  proper  professional 
liability  insurance.  Faced  with  this  prospect, 
the  state  medical  society  prevailed  upon  the 
governor  to  prevent  a crisis  in  medical 
services  by  setting  up,  on  a temporary  basis, 
a state-sponsored  nonprofit  Joint 
Underwriting  Authority  (JUA). 

The  JUA  was  created  in  June  1975  as  a 
risk  pool  to  insure  all  the  state’s  physicians 
on  a claims-occurrence  basis.  The  JUA  has 
several  physicians  on  its  board  of  directors 
and  continues  in  operation  today.  Premiums 
are  higher  that  we  think  Justified.  But, 
inasmuch  as  our  rates  have  not  increased  in 
the  past  two  years,  most  physicians  seem  to 
be  satisfied  with  the  current  arrangement. 

In  addition  to  ordering  the  formation  of 
the  JUA  under  an  Emergency  Powers  Act, 
the  governor  appointed  a medical 
malpractice  study  commission  of  30 
members,  including  four  physicians.  The 
commission  was  to  formulate  comprehensive 
corrective  medical  malpractice  legislation. 
Several  tort  law  changes  were  proposed. 
These  were  enacted  into  law  by  the  state 
legislature  in  April  1976.  Although  by  no 
means  constituting  a definitive  solution  to 
the  malpractice  mess,  there  is  hope  that  these 
changes  will  bring  about  some  improvement 
in  the  overall  medical  malpractice  climate  in 
Rhode  Island. 

All  through  the  spring  of  1975,  prior  to  the 
formation  of  the  JUA  and  the  appointment 
of  the  medical  malpractice  study  commission, 
meetings  of  interested  Rhode  Island 
physicians  were  being  held.  Physicians 
worked  to  resolve  the  problem  through  their 
local  specialty  societies  as  well  as  through 
individual  hospital  staffs  and  county  medical 
societies.  One  of  the  most  active  groups  was 
the  Rhode  Island  chapter  of  the  American 
College  of  Surgeons.  It  sponsored  a 
malpractice  forum  open  to  the  state 
legislators  and  the  media.  At  its  annual 
meeting  in  Bermuda  in  May  1975,  it 
conducted  a symposium  on  malpractice  for 
its  member  physicians. 

Out  of  these  sessions  developed  an 
awareness  among  physicians  that  something 
was  not  quite  right  about  the  manner  in 
which  the  malpractice  insurance  industry 
conducted  business  in  this  state.  This  feeling 


ultimately  resulted  in  eight  of  us  instituting 
an  antitrust  suit  against  the  four  major 
medical  malpractice  insurance  underwriters 
in  Rhode  Island. 

Curiously  enough,  some  of  those  eight 
physicians  had  never  even  met  one  another 
prior  to  the  spring  of  1976.  The  group 
included  an  anesthesiologist.  Dr.  Leroy  S. 
Chapnick;  two  general  surgeons.  Dr.  Paul  B. 
Metcalf  and  Dr.  H.  Gerald  Rock;  a general 
and  peripheral  vascular  surgeon.  Dr.  Paul  J. 
M.  Healey;  two  neurosurgeons.  Dr.  David 
M.  Barry  and  Dr.  Walter  C.  Cotter;  and  two 
orthopaedic  surgeons.  Dr.  Rosario  V. 
Tomaselli  and  myself. 

As  we  talked  in  Bermuda,  our  thoughts 
began  to  focus  on  action.  We  decided  to  seek 
redress  in  the  courts  after  witnessing 
firsthand  what  we,  as  non-lawyers,  perceived 
as  blatant  manipulation  of  premium  rates, 
discriminatory  rating  practices,  refusals  to 
insure,  and  a seeming  conspiracy  between  the 
supposedly  competing  insurance  companies. 
We  were  spurred  on  to  take  action  by  the  St. 
Paul’s  threat  to  withdraw  from  the  state,  its 
exclusive  monopoly  to  sell  malpractice 
insurance  to  over  600  Rhode  Island 
physicians,  and  by  the  denial  of  insurance  to 
the  present  St.  Paul  policyholders  by  the 
three  other  major  medical  malpractice 
insurers  in  the  state.  The  Aetna  “consent  to 
rate  increases”  scheme  also  goaded  us  on. 
Finally,  the  attempted  intimidation  of  two 
of  our  physicians  by  the  representative  of 
a local  malpractice  insurance  broker  added 
to  our  determination  to  bring  this  matter  into 
the  legal  forum. 

One  of  the  participants  in  the  Bermuda 
symposium  was  attorney  Leonard  Decof, 
who  happened  to  be  the  state’  foremost 
malpractice  attorney.  Most  of  us 

had  not  been  acquainted  with  him  prior  to 
the  meeting.  As  we  came  to  know  him  on  a 
personal  and  social  basis  in  Bermuda,  we 
were  impressed  with  his  honesty  and 
sincerity,  to  say  nothing  of  his  professional 
competence.  In  Bermuda,  we  began  to 
discuss  with  him  our  thought  about  a 
possible  antitrust  suit  against  the  insurance 
companies.  After  returning  to  Rhode  Island, 
Decof  thoroughly  reviewed  the  situation  and 
researched  the  pertinent  case  law.  He 
concluded  that  we  had  good  grounds  for  an 
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antitrust  suit  and  agreed  to  represent  us  in 
that  action. 

ON  JUNE  4,  1975,  THE  'RHODE  ISLAND  EIGHT' 
FILED  A SIOO  MILLION  ANTITRUST  SUIT 
AGAINST  THE  ST.  PAUL,  AETNA,  TRAVELERS’, 
AND  HARTFORD  INSURANCE  COMPANIES 

On  June  4,  1975,  the  “Rhode  Island  Eight” 
riled  a $l()()-niillion  antitrust  suit  in  the  U.S. 
District  Court  in  Providence  against  the  St. 
Paul,  Aetna,  Iravelers’,  and  Hartford 
Insurance  Companies. 

Was  it  just  a coincidence  that  on  June  9, 
1975,  the  St.  Paul  agreed  to  renew  the 
malpractice  insurance  of  two  local  hospitals 
after  having  previously  refused  to  do  so?  We 
chose  to  believe  that  our  suit  was  paying 
dividends  already. 

Ultimately  the  tide  turned  against  us. 
Following  the  usual  motions  to  dismiss  by 
the  defendants  and  the  filing  of  amended 
complaints  by  the  plaintiffs,  the  district  court 
on  April  30,  1976,  dismissed  our  suit  on  the 
grounds  that  it  lacked  jurisdiction  under  the 
Sherman  Antitrust  Act.' 

Undaunted  by  this  temporary  setback. 
Attorney  Decof  and  his  associate,  Mark 
Mandell,  appealed  the  decision.  They  filed  a 
scholarly  brief  in  which  they  reviewed  the 
entire  history  of  the  Sherman  Antitrust  Act'^. 

Once  again  it  was  David  vs.  Goliath  as  the 
two  Rhode  Island  barristers  presented  our 
appeal  in  the  U.S.  First  Circuit  Court  of 
Appeals  in  Boston  on  November  4,  1976.  The 
defendant-appellee  insurance  companies  were 
represented  by  a battery  of  high-powered 
legal  talent  from  some  of  the  nation’s  most 
prestigious  general  law  and  antitrust  law 
firms. 

Our  attorneys  left  the  courtroom  with  the 
distinct  feeling  that  the  judges  were  favorably 
impressed  with  their  arguments.  When  three 
months  later  no  decision  had  been  reached, 
we  all  interpreted  this  as  a favorable  sign 
since  this  particular  court  rarely  took  over  60 
days  to  hand  down  a decision. 

FOR  THE  FIRST  TIME  EVER,  THE  ANTITRUST 
IMMUNITY  VEIL  OF  THE  INSURANCED 
COMPANIES  HAS  BEEN  PIERCED  BY 
COURT  DECISIONS 

Finally,  on  May  16,  1977,  the  First  Circuit 
Court  of  Appeals,  in  a two-to-one  decision, 
ruled  that  the  Rhode  Island  federal  trial 


court  should  not  have  dismissed  our  antitrust 
suit  against  the  four  insurance  companies. 
I he  primary  issue  in  the  case,  the  appellate 
court  said,  was  whether  a “consumer”  of 
insurance  could  sue  an  insurance  company 
for  violation  of  antitrust  laws  in  its  dealings 
with  actual  or  prospective  policyholders.^ 

The  appellate  court  held  that  insurance 
companies,  when  they  engage  in  acts  of 
boycott,  coercion,  or  intimidation,  are 
subject  to  the  Sherman  Antitrust  Act  and  not 
exempted  from  antitrust  regulation  under  the 
McCarran-Ferguson  Act.  I he  latter  federal 
law,  the  court  said,  does  not  confer  blanket 
immunity  to  insurance  companies  engaging 
in  such  acts."^  The  court  further  held  that  the 
boycott  provision  of  the  McCarran-Ferguson 
Act,  15  U.S.  Code  1013  (b),  makes  insurance 
companies  subject  to  the  antitrust  laws  not 
only  when  dealing  with  other  insurance 
companies  but  also  when  dealing  with 
policyholders. 

We  expect  that  the  defendant  insurance 
companies  will  appeal  the  circuit  court’s 
decision  to  the  U.S.  Supreme  Court. 
Meanwhile,  a recent  West  Virginia  appellatte 
court  decision, 5 holding  that  the  denial  of 
insurance  coverage  can  be  a violation  of  the 
Sherman  Antitrust  Act,  offers  us 
encouragement.  Not  only  is  that  decision 
supportive  of  our  position,  but  the  U.S. 
Supreme  Court  has  refused  to  review  it.  In 
effect,  this  upholds  the  decision  of  that 
appellate  court. 

These  two  independently  arrived  at  federal 
appellate  court  decisions,  one  in  Rhode 
Island  and  the  other  in  West  Virginia,  and  for 
the  first  time  ever  have  pierced  the  antitrust 
immunity  veil  of  insurance  companies. 
Ultimately,  they  may  well  sound  the  death 
knell  to  the  exorbitant  malpractice  insurance 
premium  rates  to  which  the  health  care 
industry  and,  in  the  final  analysis,  the  health 
care  consumer  are  being  subjected. 
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A full  range  of 
treatment... 


(617)  324-1223 

(Collect)  Air  Force.  A great  way  of  life 


As  an  Air  Force  physician, 
you  may  practice  your  spe- 
cialty in  modern,  well- 
equipped  facilities  with  a 
complete  support  staff 
In  addition  to  the  wide 
spectrum  of  clinical  ex- 
perience you'll  gain,  you'll 
have  adminisfrative  support 
to  alleviate  most  of  the  cleri- 
cal workload.  The  type  of 
medicine  you  will  practice 
is  Pased  on  the  needs  of  your 
patients,  regardless  of  their 
financial  status. 

For  yourself  and  your  family, 
Air  Force  medicine  will  pro- 
vide redsonable  working 
hours,  excellent  pay,  30  days 
of  paid  vacdtion  each  year, 
and  many  ofher  benefits 
Consider  the  Air  Force 
Medical  Corps  - a reason- 
able alternative  for  today's 
physicians. 

For  complete  intormation 
contact: 


USAF 

Medical  Opportunities 


200  Pleasant  Street 
Suite  415 
Malden,  MA  02148 


LAND  FOR  SALE 

OCEAN  ROAD 
NARRAGANSETT, 
RHODE  ISLAND 


• 3V2  Acres 

• Magnificent  View 

• $175,000 

• Financing  Availabie 

CALL  942-4486 


NEW  MEDICAL 
BUILDING 

•Directly  across  from  Memorial  Hospital 
•Ready  for  occupancy  June  1,  1978 
•Design  Your  Own  Office 

Contact: 

Mr.  William  Moran 

69  Read  Avenue 
Lincoln,  Rl  02865 

Phone:  726-4692 


March,  1978 
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PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 

58  HAMLET  AVENUE  / WOONSOCKET  R.  I (401)  7664224 


SERviNq  Greater  R.I. 

PROV/idiNq  DiAqNOsiic  X-RAy 

Services  to: 

* NuRsiNq  A^d  ConvaIescent  Homes 

* ShuT  ii\s  Ard  PrIvate  Home  PvtIents 

* Post  SuRqicAl  PvriEivrs 


SAMEdAy  EXAMilNATiON  ANd  REpORTINq 
TeIeP^ONE  reports  iMMEd'lATEly  whEN  iNdiCATEd  OR  REQUESTEd 


Hours:  MoNdAyThRupRidAy 

8A.Mto5PM. 

SATURdAy 

SAM  TO  12  NOON 


Our  service  is  certified  by  the  R.l. 
Department  of  Health.  Reimbursement 
is  provided  by  Medicare,  R.l.  Blue 
Shield  and  Medical  Assistance. 


Each  tablet  contains:  aspirin,  227  mg;  phenacetin,  162  mg;  and  caffeine, 
32  mg;  plus  codeine  phosphate  in  one  of  the  following  strengths:  ^4—60 
mg  (gr  1);  ^3—30  mg  (gr'/2);  ^2—15  mg  (gr  V4):  and  ^1—7.5  mg  (gr  ’/a), 
(N^feming— may  be  habit-forming). 


-fi  iVr  V* 


Burroughs  Wellcome  Co 
Research  Triangle  Park 
Morth  Carolina  27709 


mRcomt 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DVS^ZIDr 

l*]ach  capsule  contains  50  mg.  of  Dyrenium®  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR, 
A brief  summary  follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  m patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
m each  patient  warrant. 

I 

* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted,  (See  Box  Warning.)  Fteutineuseof 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications;  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired 
If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur, 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  hter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K*  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
Precautions;  Do  periodic  serum  electrolyte  determinations  (particularly 
important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 


FOR  LONG-TERM  CONTROL 
OF  hypertension! 
SERUM  K^AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K * 
frequently;  both  can  cause  retention  and 
elevated  serum  . Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dyazide'  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 


SK&F  CO..  Carolina,  P.R.  00630 


SK&F  CO. 

a SmithKIme  company 


Editorials 


ANCILLARY  SERVICES 


While  there  is  cost  inflation  in  all  aspects 
of  medical  care,  the  lion’s  share  can  be 
attributed  to  the  hospitals.  If  the  overall  rise 
is  to  be  affected  significantly,  the  hospital 
component  must  receive  the  major  attention. 

Improved  hospital  administrative 
procedures,  such  as  joint  purchasing  and 
sharing  of  services,  have  been  applied 
increasingly,  but  the  greatest  potential  for 
money  saving  lies  in  control  of  the 
burgeoning  multiplication  of  hospital  tests 
and  procedures.  We  must  face  up  to  the 
important  role  of  physicians  in  this  matter. 
The  major  focus  hitherto  has  been  on 
medical  necessity  for  admission  and  length  of 
stay.  Over  the  years  these  have  been  handled 
with  increasing  sophistication.  Starting  with 
certification  and  recertification,  then 
retrospective  review  in  utilization  review 
committees,  we  have  now  progressed  to 
universal  concurrent  review.  Unnecessary 
admissions  and  excessive  length  of  stay  have 
probably  been  reduced  for  all  practical 
purposes  and  in  most  areas  to  the  irreducible 
minimum  or  at  least  to  a level  where 
substantial  savings  will  not  result  from 
further  tightening  of  the  screws.  We  shall  not 
address  here  the  potentialities  of  HMOs, 
home  care,  ambulatory  surgical  centers,  and 
other  contrivances  which  are  purported  to 
reduce  hospitalization.  However,  it  is  now 
generally  realized  that  per  diem  costs  are 
actually  increased  as  unnecessary  hospital 
stays  are  reduced.  We  have  reached  a point 
where  further  worthwhile  cost  reductions  can 
be  realized  only  by  reducing  the  numbers  of 
procedures  or  tests  to  which  a patient  is 
subjected. 

There  has  has  been  some  evidence  both 
locally  and  nationally  that  more  than  lip 
service  is  at  long  last  being  given  to  this 
aspect  of  medical  care.  Thomas  M.  Tierney 
of  HEW  recently  stated;  “It  is  the  volume  of 
services  rendered  by  hospitals  which  is,  in  my 
view,  the  major  element  that  needs  to  be 


controlled.”  He  pointed  out  that  it  is  a 
prescribing  physician  “who  is  determining  the 
duration  of  stay  and  who  is  ordering  the 
increasing  quantity  of  tests  and  services 
which  are  rendered  to  patients  during  their 
hospital  stay.”  It  should  be  emphasized, 
however,  that  while  this  is  undoubtedly  true 
it  does  not  follow  that  pointing  the  finger  or 
harrassing  the  profession  will  produce 
results. 

Some  of  the  foundations  for  medical  care 
in  the  West  first  gained  attention  by 
attacking  with  some  success  the  problem  of 
unnecessary  visits  and  excess  tests  and 
procedures  (such  as  injections).  It  was  not 
carefully  noted,  however,  that  this  success 
applied  primarily  to  ambulatory  Medicaid 
patients.  The  Utah  foundation,  on  which  the 
PSRO  law  was  patterned,  was  concerned 
basically  with  medical  necessity  for 
admission  and  length  of  stay. 

Very  few  hospitals  (if  any)  have  seriously, 
comprehensively,  or  effectively  addressed  the 
problem.  The  academic  community  and 
organized  medicine  have  had  a largely 
detached  attitude.  The  recent  Blue  Shield  list 
of  obsolete  and  unnecessary  procedures  (now 
also  adopted  by  Blue  Cross),  while 
commendable,  has  been  but  a small 
beginning.  The  PSROs  have  been  neither 
financed  nor  federally  directed  to  attack  this 
problem,  although  the  law  is  now  six  years 
old,  with  implementation  having  started  as 
much  as  four  years  ago.  While  quality 
assurance  has  from  the  beginning  been 
touted  as  part  of  the  PSRO  program  its 
effect  on  overutilization  of  ancillary  services 
has  varied  from  slight,  to  nil,  to  paradoxical. 
Collecting  of  useful  data  has  not  yet  even 
begun. 

For  effective  progress  the  impetus  must  be 
from  the  profession  itself,  which  clearly 
controls  the  standards  of  medical  practice. 

A number  of  simultaneous  approaches  to 
the  control  of  ancillary  services  we  believe 
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will  be  necessary:  1.  adoption  of  explicit 
policy  by  organized  medicine;  2.  adoption  of 
explicit  policy  by  the  JCAH;  3.  adoption  of 
explicit  policy  by  the  American  Hospital 
Association;  4.  adoption  of  explicit  policy  by 
medical  staffs  and  hospital  trustees;  5. 
adoption  of  a positive  program  by  the 
academic  community  so  that  resources  can 
be  directed  to  the  appropriate  education  of 
students  and  residents;  and  6.  appropriate 
direction  and  financing  of  the  PSROs  by  the 
federal  government,  so  that  they  can  become 
involved  seriously,  effectively,  and  promptly 
in  this  important  project. 

Doctors  as  individuals  cannot  cope  with 
this  immense  problem.  A massive  joint 
coordinated  effort  will  be  necessary  to  turn 
things  around,  and  the  key  word  is 
education. 


Psychiatrist  Needed 


Located  on  Cape  Cod,  the  Hallgarth 
Institute  of  Behavioral  Science  is  seeking 
a psychiatrist  (board  eligible/certified)  to 
join  an  innovative,  multidiscipline  staff. 

The  institute  is  a private,  comprehen- 
sive, outpatient  facility.  Patients  are  of  all 
ages  and  diagnoses.  A broad  variety  of  the- 
rapeutic modalities  are  employed  and 
encouraged.  The  entire  staff  have  priva- 
leges  at  two  general  hospitals.  In  addition, 
the  staff  work  in  many  settings,  i.e.  nursing 
homes,  schools,  residential  facilities,  etc. 

The  position  includes  therapy,  super- 
vision, and  community  liaison  with  oppor- 
tunities for  teaching,  research,  and  pursuit 
of  individual  interests. 

For  further  information  please  contact: 

Edward  M.  Gardner,  Admin. 

160  MacArthur  Blvd. 

Bourne,  MA  02532 
Phone:  (617)  759-5558 


Available  from 

WARWICK  REALTY 

Waterfront  (Potowomut) 


• Last  buildable  lot  on  Sandy  Point 

• Private  sandy  beach 

• Magnificient  view,  water  on  three 
sides 

• Swim,  dig  clams  or  quahaug  at 
your  front  door 

• rerc  approveo,  ready  to  build 

• $40,000 

Warwick  Ave. 


• Brick  building,  plenty  of  parking 

• Ideal  doctors’  or  lawyers’  offices 

• $110,000 

Call:  737-4950 


Your  Patient  Deserves  a Specialist 

RECOMMEND 


r ^ 


WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston,  R.  I. 

(401)781-2166 
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Who  says  that  you  can  not  have 

the  best  of  BOTH  wvortds! 


. . . high  quality  AND  low  cost  when  it  comes  to  Accident 
and  Health  Insurance. 


Because  of  the  Group  purchasing  power  of  your  Profes- 
sional Organization,  you  NOW  have  this  available  to  you. 


GUARANTEED  RENEWABLE 
“TO  AGE  65”  DISABILITY 
INCOME  Plan  at  New  Low 
Rates. 


GUARANTEED  RENEWABLE 
PROFESSIONAL  OVERHEAD 
Program. 


Available  Exclusively  to  members  of 


ACed.ica.1  Society 


CONTACT:  WILLIAM  J.  HARRINGTON 
Vice  President 
Til.  (401  ) 739-1679 


LESTER  L.  BURDICK.  INC. 


} coN«Rfl«a  •rntCT.  soeroN.  k 


i Editor’s  Mailbox 

I ' 

R.I.M.S.  Library 

I k 

j To  the  Editor: 

I should  like  to  express  to  the  journal  how 
much  I enjoyed  the  editorial  in  the  December 
1977  issue  of  the  Rhode  Island  Medical 
Journal  on  the  Rhode  Island  Medical 
Society  Library.  Perhaps  this  will  help  to 

i place  the  whole  problem  in  a true 
perspective.  Congratulations! 

' ) Guy  A.  Settipane,  M.D. 

I' 


To  the  Editor: 

I ; 

: I am  confident  that  the  editorial  in  the 

: I December  1977  issue  of  the  Rhode  Island 
i Medical  Journal  on  the  Medical  Library  of 
’ the  Rhode  Island  Medical  Society  reflects  the 
: ; feelings  of  quite  a few  people.  Amon-g  them  is 
; ^ our  distinguished  librarian,  Mrs.  Carolyn 
; Waller,  who  has  bolstered  these  feelings  by 
! hard,  usable  facts. 

i With  her  permission,  please  find  enclosed  a 
I { copy  of  her  self-explanatory  contribution  to 
I ' the  good  cause. 

j “In  addition  to  the  points  made  in  the 
\ editorial  in  the  Rhode  Island  Medical 
1,  ; Journal,  every  Health  Science  Library  in 
i the  state  depends  upon  the  Rhode  Island 
^ I Medical  Society  Library  for  borrowing 
[ ! state  journals  which  they  have  obtained  on 
; ■ exchange.  It  is  a marvelous  collection 
i which  none  of  us,  with  the  possible 
exception  of  Brown,  could  pick  up  and 
i carry  on  as  a workable  collection.  It  is  also 
i ; a central  place  that  we  feel  free  to  send 
; non-physician  patrons  to  whose  questions 
I are  related  more  to  health  care  in  general 
i than  any  of  our  individual  collections  can 
I ! provide. 

i I enclose  a copy  of  a study  that  several 
I of  us  did  which  shows  the  total  number  of 
; : interlibrary  loans  which  circulated  among 
Rhode  Island  Health  Science  Libraries. 

' You  will  note  that  the  Medical  Society 
Library  loaned  1885  items  and  borrowed 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 


Waterfront 

Retreat 

on  Echo  Lake,  30  min.  from  Prov- 
idence, 4 bedroom,  all  furnished 
year  found  house.  Large  living 
room  with  fireplace.  Two  baths, 
all  electric  kitchen  with  range, 
refrigerator,  dishwasher.  Laun- 
dry room  with  washer  and  dryer. 
Two  zone  oil  heat.  Landscaped 
grounds  with  2 toolsheds.  Pri- 
vate beach  with  deck  and  dock. 
Ready  to  move  in.  Low  60's.  For 
appointment  call  762-4020  or 
769-4300. 


March,  1978 
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rktiCLn 

L: 

FFict  supp 
CO 

ATTRACTIVE  i FUNCTIONAL 
OFFICES 

By  BENf  CO.Division  of  National  Office  Supply  Co. 


Designers  & Suppliers  of  Offices 

Lease  Plans  Available 

36  Branch  Ave.,  Providence,  R. 1. 02904 
(Branch  Ave.  Exit  Route  95)401-274  9000 


ALL  R.l.  M.D/S 

We  can  answer  these  questions  better: 

1.  How  can  I be  SURE  that  I am  getting  the  best 
QUALITY  of  DISABILITY  INSURANCE  — at  a 
reasonable  cost? 

2.  How  can  I be  SURE  that  my  LIFE  INSURANCE 
premiums  are  applied  to  my  greatest  advantage 
(net  after  taxes)  ? 

3.  How  much  is  ENOUGH  to  put  into  tax-deferred 
RETIREMENT  PLANS? 

4.  How  can  I BUILD  WEALTH,  in  spite  of  INFLA- 
TION and  HIGH  TAXES? 

5.  How  can  I,  Snd  my  family,  be  SECURE,  financially, 
in  spite  of 

a. )  INCOME  and  DEATH  TAXES 

b. )  DISABILITY 

c. )  DEATH 

d. )  DEPRESSION 

e. )  DEVALUATION? 

R.A.  DEROSIER  AGENCY 

FOURDEE  AGENCY.  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 

(N.A.S.D.  Brolcer/Dealor) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


only  72.  This  is  a clear  indication  of  how  need- 
ed their  materials  are  and  how  well  they 
blanket  the  state: 


INTERI.IBRARY  LOAN  STATISTICS  (10/75-9/76)* 


Library 

Loaned 

Bor- 

rowed 

Total 

Brown  University 

2209 

121 

2330 

Butler  Hospital 

164 

619 

783 

L.P.  Bradley  Hospital  ... 

238 

228 

466 

Kent  County  Hosp 

13 

95 

108 

Miriam  Hosp 

748 

1508 

2256 

Newport  Hosp 

34 

719 

753 

F’awtucket  Memorial 

1 16 

838 

954 

Providence  College 

165 

171 

336 

Rhode  Island  College.... 

261 

106 

367 

Rhode  Island  Health  .... 

50 

14 

64 

Rhode  Island  Hospital  . . . 

638 

337 

975 

Rhode  Island  Hospital  N. 

75 

30 

105 

RIJC  (Blackstone) 

30 

57 

87 

RIJC  (Knight)  

87 

57 

144 

R.L  Medical  Center 

54 

215 

269 

R.L  Medical  Society 

1885 

72 

1957 

Roger  Williams  College  . . 

18 

1 13 

131 

Roger  Williams  Hospital  . 

451 

1494 

1945 

St.  Joseph’s  - Fatima .... 

80 

302 

382 

- Prov 

659 

276 

935 

- Nur 

26 

15 

41 

Salve  Regina 

49 

200 

249 

Sturdy  Memorial 

9 

38 

47 

Truesdale 

0 

22 

22 

US  Environmental 

0 

458 

458 

US  Navv 

0 

40 

40 

University  of  Rhode  Island 

715 

231 

946 

Veterans  Hospital  

351 

496 

847 

Westerly  Hospital  

13 

307 

320 

Women  & Infants  Hosp.. 

82 

512 

594 

Woonsocket  Hosp 

0 

54 

54 

9220 

9745 

18,965 

*The  statistics  are  the  result  of  a study  done  by  the  Asso- 
ciation of  Rhode  Island  Health  Sciences  Librarians. 

Hugo  Taussig,  M.D. 


REAL  ESTATE:  Warwick 

Three  family  house;  large  rooms;  situated 
on  16,000  sq.  ft.  corner  lot,  minutes  to  route 
95  ramps;  in  excellent  condition,  with  beautiful 
grounds;  high  traffic  count;  ample  offstreet 
parking;  near  RIGA  and  Warwick  Emergency; 
owner  asking  $75,000. 

If  interested,  call: 

739-2314 
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Offices  for  Professionals... 
Professionals. 


Your  office  should  have  two  major 
characteristics:  it  should  be  func- 
tional and  it  should  reflect  your  per- 
sonality and  your  profession  We 
can  provide  a complete  overall  plan 
for  your  private  office,  the  reception 
area,  or  the  general  office  area  We’ll 
furnish  exactly  what  you  need:  fum- 
itui'e,  draperies,  carpeting,  even 
lamps  and  accent  pieces  And  we  in- 
stall and  service  everything  we  sell. 

Come  talk  to  our  professional  inte- 
rior designers  about  your  special 
office  needs  When  you  see  the  model 
offices  in  our  store,  youll  appreciate 
what  we  can  do  for  you. 

Roitmanfr  Son,  Inc. 

Fine  Furniture  and  Accessories 

161  South  Mam  Street 
Providence,  Rhode  Island  02903 
Telephone  (401  ) 861-6010 

Convenient  terms  • Free  parking 
Professional  mterlor  design  service 
Free  delivery  within  our  trading  area 
Open  Monday  and  Thursday  evenings  until  9 


t 

t 


Rx  Sugar-Free  Pharmaceuticals 

Do  you  need  to  prescribe 
Sugar-Free  Cough  Medicines?? 

Readily  available  at  any  pharmacy. 

Prescribe  with  confidence  our  Rx  specialties: 


Tussirex  w/ codeine,  Syrup  or  SUGAR  FREE 

Class  5,  Welfare  approved  in  R.  I. 

Each  or.  (30cc.)  contains:  Codeine  Phosphate  I gr.  (warn- 
ing: May  be  habit  forming);  Pheniramine  Maleate  80  mg.; 
Phenylephrine  Hydroclorlde  25  mg.;  Sodium  Citrate  500  mg.; 
Sodium  Salicylate  500  mg.;  Caffeine  Citrate  150  mg.;  L-Men- 
thol  I mgm.  and  Preservative  0.02% 


Scot-Tussin  FORTE  Syrup  and  SUGAR  FREE 

Class  3,  Welfare  approved  in  R.  I. 

COMPOSITION:  Each  or.  (30cc.)  contains:  Dihydroco- 
deinone  Bitartrate  1-5  mg.  (Warning:  May  be  habit  forming); 
Phenylephrine  Hcl  .30  mg.;  Phenylpropanolamine  Mcl.  30 
mg.;  Pheniramine  Maleate  80  mg.;  Glyceryl  Guaiacolate  480 
mg.;  Methylparaben  0.18%;  Propylparaben  0.02%,  and  Alco- 
hol 5%  by  volume. 


SPECIALTIES:  Scot-Tussin  Reg.  Syrup  and  Scot-Tussin  Sugar  Free  Liquid. 

Scot-Tussin  Bio-Medical  & Surgical  Supply  Div. 


SCOT-TUSSIN 


PHARMACAL  CO.,  INC. 

50  CLEMENCE  and  TRANSIT  STREETS  (off  Rte.  5)  (P.O.  Box  8217) 

CRANSTON  R.  I.  02920  942-8555 
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Profile  "20' 

Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 
GLUCOSE 

urea  nitrogen 

UREA  ACID 
CHOLESTEROL 
BILIRUBIN 
TOTAL  PROTEIN 

albumin 

Gl  OBULIN 


ALK.  PHOSPHATASE 
LDH 
SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUN 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


1 1 jeclicaf  c^ciLonilonj 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


DIRECTOR 

ANGELO  VITICONTE,  A.  B.  M.  T. 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 
Ph.  D.  B.S.  M.T.  (ASCP) 


Physicians  Seeking  Opportunities 
In  Rhode  Island 


David  Rosen,  M.I). 

8612  Reinhardt  I.ane 
Leawood,  Kansas  66206 

Specialty:  Pediatric  Hematology  Oncology 
* * !(! 

David  H.  Finley,  M.D. 

F he  Univ.  of  Vermont 
College  of  Medicine 
Dept,  of  Surgery 
Given  Building 
Burlington,  V'L  05401 

Specialty;  General  Surgery 
* * * 

M.  Hisham  Al-Asha,  M.D. 

70  Branch  Brook  Drive 
Belleville,  NJ  07109 

Specialty:  Internal  Medicine  Gastroentology 
* * * 

Ekiong  C.  Tan,  M.D. 

2423  24th  Street 
Cuyahoga  Falls,  Ohio  44231 

Position  desired:  House  Physician 
* * * 

John  Jong  Eun  Song,  M.D. 

44  Windsor  Road 
Staten  Island,  NY  10314 
Specialty;  Urology 

* * * 

Robert  J.  Weinstein,  M.D. 

5140  Birchwood  Avenue 
Skokie,  IE  60076 
Specialty:  Urology 

* * * 

Richard  D.  Schubert,  M.D. 

Harvard  Medical  School 
Robert  B.  Brigham  Hospital 
125  Parker  Hill  Avenue 
Boston,  MA  02120 

Specialty:  Internal  Medicine  Rheumatology 
* * * 

Ramesh  R.  Karia,  M.D. 

2431  Webb  Avenue,  Apt.  9-E 
Bronx,  NY  10468 

Specialty:  Hematology  Oncology  Internist 
* * * 

Timothy  J.  McCormack,  M.D. 

741  Richardson  Road 
Rochester,  NY  14623 
Specialty:  Radiology 
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Drug  Related  Subjects 


A pharmacokinetic 
character  all  its  own 


0 

O-hydroxydiozepom 


D 

desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 

Valiunr^ 

(diazepam)  ^ 

2-mg,5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension,  anx- 
iety, apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local  pa- 
thology; spasticity  caused 
by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man 
syndrome;  convulsive  disor- 
ders (not  for  sole  therapy). 

The  effectiveness  of 
Valium  (diazepam)  in  long- 
term use,  that  is,  more 
than  4 months,  has  not 
oxazepam  been  assessed  by  system- 
atic clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness 
of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness.  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary 
increase  m frequency  and/or  severity  of  seizures.  Ad- 
vise against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar 
to  those  with  barbiturates  and  alcohol)  have  occurred 
following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal  and  muscle  cramps,  vomiting  and  sweat- 
ing). Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy;  advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  pharma- 
cology of  agents  employed;  drugs  such  as  phenothi- 
azines,  narcotics,  barbiturates,  MAO  inhibitors  and 
other  antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  overseda- 
tion. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia,  con- 
stipation, headache,  incontinence,  changes  in  saliva- 
tion, slurred  speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


<^B0cii^ 


Roche  Laboratories 
Division  of  Hoffmann-La  Roche 
Nutley,  New  Jersey  07110 
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Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Compai.v 
Indianapolis.  Indiana  46206 
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BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGY  AND  MEDICINE 
Providence,  Rhode  Island  02912 
863-3231 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 

MAY 

8-13  ENVIRONMENTAL  MEDICINE  WORKSHOP.  Roger  Williams  General  Hos- 
pital commemorates  its  100th  anniversary  with  a week-long  series  of  lec- 
tures entitled,  "New  Medicine  for  a New  Environment."  The  entire  program 
is  as  follows: 

Monday,  May  8 10:30  a.m.- 12:30  p.m.,  "The  Environmental  Approach  to  Can- 

cer — Some  Considerations,"  Israel  Diamond,  M.D.,  Chairman,  Department 
of  Laboratory  Medicine,  Roger  Williams  General  Hospital;  Professor,  Pa- 
thology and  Laboratory  Medicine,  Brown  University  Program  in  Medicine; 
"Environmental  Poisoning  from  Metals,"  William  F.  Sunderman,  Jr.,  M.D., 
Ph.D.,  Professor  and  Chairman,  Department  of  Laboratory  Medicine,  Uni- 
versity of  Connecticut  School  of  Medicine. 

Tuesday,  May  9.  11:30  a.m. -12  noon,  "Occupational  Diseases  of  Ihe  Lungs," 

Kaye  H.  Kilburn,  M.D.,  Professor  of  Medicine  and  Community  Medicine,  Mt. 
Sinai  School  of  Medicine. 

Wednesday,  May  10.  9:00  a.m. -12  noon.  The  Whitmarsh  Oration,  "The  Ische- 

mic Lower  Limb,"  Charles  Rob,  M.D.,  Chairman,  Department  of  Surgery, 
Rochester  School  of  Medicine  and  Dentistry;  1:00  p.m. -2:00  p.m.,  "Current 
Problems  in  Occupational  Dermatology:  Environmental  Diseases  of  the 
Skin,"  Donald  J.  Birmingham,  M.D.,  Professor  and  Chairman,  Department 
of  Dermatology  and  Syphilology,  Wayne  State  University  School  of  Medicine. 

Thursday,  May  11.  9:00  a.m.- 10:00  a.m.,  "Surgery  of  the  Extracranial  Cerebral 

Arteries:  A 25-year  Review,"  Charles  Rob,  M.D.;  11:00  a.m. -1:00  p.m., 
American  Cancer  Society  Waterman  Dialogue  entitled,  "Approaches  to 
Therapy  of  Colorectal  Cancer,"  first  lecture,  "The  Contribution  of  Chemo- 
therapy," Charles  G.  Moertel,  M.D.,  Chairman,  Department  of  Oncology, 
Mayo  Clinic;  Professor  of  Medicine,  Mayo  Medical  School;  Director,  Mayo 
Comprehensive  Cancer  Center;  second  lecture,  "The  Contribution  of  Radi- 
ation," Walter  Disney  Rider,  M.D.,  Professor  of  Radiology  and  Director  of 
Radiological  Oncology,  Ontario  Cancer  Institute;  2:30  p.m. -3:30  p.m.,  "Law 
and  Social  Issues  in  Health  Care,"  Al  Gonzalez,  MSW,  J.D.,  Legislative  As- 
sociate, National  Association  of  Social  Workers,  Washington,  D.C.;  3:45  p.m.- 
4:45  p.m..  Panel  Discussion,  David  S.  Greer,  M.D.,  Associate  Dean  of  Medi- 
cine, Professor  and  Chairman  of  Community  Health,  Brown  University  Pro- 
gram in  Medicine;  Jane  MacKenzie,  Executive  Director,  Metropolitan  Nurs- 
ing and  Health  Services  Association  of  Rhode  Island;  Eunice  Schatz,  Ph.D., 
Professor  of  Sociology,  Rhode  Island  College;  8:00  p.m. -9:30  p.m.,  "Chal- 
lenges of  the  '80s  for  Social  Service  in  Health  Care,"  Abraham  Lurie,  Ph.D., 
Director  of  Social  Work  Services,  L.l.  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  New  York. 


Friday,  May  12.  9:00  a.m.-12  noon,  “Environmental  Factors  in  Bladder  Cancer," 

Gilbert  H.  Friedell,  M.D.,  National  Bladder  Cancer  Project;  Chairman,  Pa- 
thology Department,  St.  Vincent  Hospital,  Worcester,  Massachusetts;  "Man- 
agement of  Increased  Intracranial  Pressure,"  Charles  Barlow,  M.D.,  Coroth- 
ers  Professor  of  Neurology,  Harvard  Medical  School;  Neurologist-in-Chief, 
Children's  Hospital  Medical  Center,  Boston,  Massachusetts;  7:00  p.m.-9:30 
p.m.,  "Advance  Cardiac  Life  Support,"  course  given  in  cooperation  with 
American  Heart  Association,  Rhode  Island  Affiliate.  Program  registration 
limited  to  30.  Call  456-2022  for  details. 

Saturday,  May  13.  8:00  a. m. -6:00  p.m.,  continuation  of  "Advance  Cardiac  Life 

Support"  course.  All  lectures  will  be  given  in  Kay  Auditorium  of  Roger  Wil- 
liams General  Hospital.  For  further  information,  call  456-2022. 


JUNE 

7 SYMPOSIUM  ENTITLED,  "DEVELOPMENTAL  OUTCOMES  OF  STRESS  IN  THE 
NEONATE."  Sponsored  by  Brown  University  Program  in  Medicine  and  Meet- 
ing Street  School.  Symposium  will  include  lectures  and  panel  discussion  for 
the  physician,  allied  health  professionals,  and  special  education  teachers. 
Topics  will  include:  "Hypoxic-Ischemic  Brain  Injury  in  the  Neonate,"  Joseph 
J.  Voipe,  M.D.,  Associate  Professor  of  Pediatrics  and  Neurology,  Washing- 
ton University  School  of  Medicine,  St.  Louis,  Missouri;  "Follow-up  of  Con- 
genital Spastic  Hemiplegic  Cerebral  Palsied  Children,"  Edward  Sassaman, 
M.D.,  Pediatric  Fellow,  Developmental  Evaluation  Clinic,  Children's  Hospital 
Medical  Center;  Teaching  Fellow  in  Pediatrics,  Harvard  Medical  School; 
"Precursors  for  Abnormal  Outcomes,"  Pamela  Fitzhardings,  M.D.,  Toronto 
Children's  Hospital;  "Interpreting  the  Criteria  Obtained  from  Early  Assess- 
ment Techniques,"  Einar  Siquelund,  Ph.D.,  Associate  Professor  of  Psychology, 
Brown  University.  Participating  Brown  University  Program  in  Medicine  fa- 
culty; Stanley  M.  Aronson,  M.D.,  Dean  of  Medicine  and  Professor  of  Pathol- 
ogy and  Laboratory  Medicine;  Eric  Denhoff,  M.D.,  Medical  Director,  Meeting 
Street  School  and  Clinical  Professor  of  Pediatrics;  Leo  Stern,  M.D.,  Professor 
and  Chairman  of  Pediatrics,  Section  on  Reproductive  and  Developmental 
Medicine.  Registration  at  8:00  a.m.  8:30  a. m. -5:00  p.m.,  Barus  and  Holley 
Building  on  the  Brown  University  campus,  George  and  Hope  Streets,  Provi- 
dence, Rhode  Island. 

9 "THYROID  DISEASE  IN  CHILDREN,"  Robert  M.  Blizzard,  M.D.,  University 
of  Virginia  Medical  School.  Pediatric  Teaching  Rounds,  Kay  Auditorium, 
Roger  Williams  General  Hospital.  10:30  a.m.  to  12:00  p.m. 

10  CONFERENCE  ON  BIOMEDICAL  ETHICS  - CERTAIN  ASPECTS  OF  BEHAVIOR 
MODIFICATION  IN  THE  ELDERLY.  Co-sponsored  by  Newport  Hospital,  The 
Military  and  Hospitaller  Order  of  St.  Lazarus  of  Jerusalem,  and  Salve  Re- 
gina College.  9:00  a.m. -4:00  p.m.,  O'Hare  Science  Center,  Salve  Regina 
College,  Ochre  Point  Avenue,  Newport,  Rhode  Island.  Registration  8:00  a.m.- 
9:00  a.m.  $5.00  fee.  Welcoming  addresses  at  9:00  a m.  by  Sister  Lucille 
McKillop,  R.S.M.,  President,  Salve  Regina  College  and  Chev.  Nicholas  M. 
Salgo,  Commandery  of  the  Atlantic  Order  of  St.  Lazarus.  Details  of  Program 
in  next  month's  calendar. 
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THE  STATE  OF  RHODE  ISLAND  INTERNSHIPS  (1978-79) 


At  yearly  intervals,  this  column  has  been 
consecutively  assigned  to  the  description  of 
1)  the  internships  obtained  by  the  current 
graduates  of  the  Brown  University  l^rogram 
in  Medicine  and  2)  the  geographic  and 
professional  backgrounds  of  the  interns 
recruited  by  the  hospitals  of  the  State  of 
Rhode  Island.  Taken  together,  these  two 
yearly  reports  define  the  afferent  and  efferent 
components  of  graduate  medical  education 
in  this  state  and  provide  us  therefore  with 
some  small  clue  as  to  the  desirability  of  our 
medical  graduates  when  viewed  competitively 
on  a national  basis,  and  the  desirability  of 
our  local  hospitals  as  viewed  by  the 
graduates  of  other  medical  schools  in  the 
t'nited  States.  The  editorial  in  the  April  issue 
of  the  Rhode  Island  Medical  .Journal 
SLimmari/ed  the  internships  obtained  by  the 
Brown  graduates  of  1978  and  gave  evidence 
that  these  men  and  women  continue  to  be 
chosen  by  some  of  the  most  eminent 
academic  medical  centers  within  the  United 
States. 

First  year  graduate  medical  education 
program  training  programs  (internships)  are 
maintained  at  five  of  the  eight  hospitals 
affiliated  with  Brown  University.  All  of  the 
eight  hospitals,  however,  take  part  in 
residency  training  programs  in  the 
subsequent  years  of  graduate  medical 
education.  The  approved  patient  care 
training  programs  include  the  following: 
family  medicine  (Director;  Touis  Hochheiser, 
M.D.),  internal  medicine  (Directors;  Paul 
Calabresi,  M.D.,  Milton  Hamolsky,  M.D., 
Herbert  Tichtman,  M.D.),  pediatrics 
(Director:  Leo  Stern,  M.D.),  obstetrics  and 
gynecology  (Director;  Karlis  Adamsons, 
M.D.),  and  surgerv  (Director:  Henry  T. 
Randall,  M.D.). 


On  or  about  .July  1,  1978,  the  Memorial 
Hospital,  Rhode  Island  Hospital,  Roger 
Williams  General  Hospital,  The  Miriam 
Hospital  and  Women  and  Infants  Hospital 
will  welcome  95  recently  graduated 
physicians  for  training  in  the  direct  patient 
care  internships  mentioned  above.  Virtually 
all  of  these  95  men  and  women  were  selected 
through  the  recently  concluded  Intern  and 
Resident  Matching  F^rogram.  These  95 
individuals  are  graduates  of  .77  different  U.  S. 
medical  schools  as  well  as  three  medical 


TABLE  I 

Medical  .Schools  Attended  By  1978-79 


State  of 

Rhode 

Island  Interns 

New  England 

(34) 

South 

(1) 

Boston  U. 

-1 

Brown 

-13 

Virginia 

-1 

U.  Conn. 

-1 

Harvard 

-3 

Midwest 

(14) 

U.  Mass. 

-5 

Tufts 

-2 

Cincinnati 

-1 

V'ermont 

-3 

Indiana 

-2 

Yale 

-6 

Loyola 

-1 

Michigan  State-1 

Middle  Atlantic 

(41) 

Minnesota 

-1 

Nebraska 

-1 

Albany 

-3 

St.  Louis 

-1 

Georgetow  n 

-5 

S.  Illinois 

-2 

George  Washington 

-2 

Wayne  State 

-2 

Hahnemann 

_2 

Wisconsin 

_2 

Mt.  Sinai 

-2 

New  Jersey 

-3 

West 

(2) 

New  York 

-7 

New  York  If. 

-3 

Washington 

-2 

Penn. 

-1 

I’enn.  State 

-1 

Foreign 

(3) 

Pittsburgh 

-1 

Schools 

Rochester 

-3 

Beirut 

-1 

Rutgers 

_2 

El-,A/har 

-1 

State  Univ.,  N.\'. 

-4 

Giuidalajara 

-1 

Temple 


April.  1978 


14.7 


schools  which  are  overseas,  h'igliteeii  ol  the 
;ire  v\()iiien. 

Table  I siiinmari/es  tlie  medical  schools 
atteiuled  b\  the  state  ol  Rhode  Island  interns 
lor  the  year  I97X-79  and  lable  2 compares 
the  geographic  sites  ol  these  sehools  with  the 
medical  schools  attended  by  the  I977-7X  state 
ol  Rhode  Island  interns.  No  dramatic  trend 
IS  apparent  in  these  statistics. 


TABI.K  II 


Kegional  Pattern  of  Medical  Schools  .■\ttended  By 
State  of  Rhode  Island  Interns  (1^77-78  and  1^78-79) 


Region 

1977-78 

1978-79 

New  Fnglaiul 

23  (25%,) 

34  (36%4 

Middle  Atlantic 

36  (40%) 

41  (43%) 

South 

6 ( 7%) 

1 ( 1%) 

Midwest 

11  (I2<%) 

14  (13%,) 

West 

7 ( 8%) 

2 ( 2%) 

Foreign 

8 ( 9%) 

3 ( 3%) 

Total 

91 

95 

Table  } indicates  the  places  of  residence  of 
both  the  I977-7K  and  I97X-79  state  of  Rhode 
Island  interns.  The  states  of  New  York, 
Rhode  Island  and  Massachusetts  are  more 
commonly  listed  than  the  other  states.  The 
number  and  percent  of  interns  who  are 
foreign-born  and  foreign-trained  continue  to 
diminish  and  are  substantially  lower  than  the 
frequencies  recorded  five  or  more  years  ago. 
(See  Table  4) 

TABLE  III 


Places  of  Residence,  1977-78  and  1978-79 
State  of  Rhode  Island  Interns 


Region 

1977-78 

1978-79 

New  England 

28 

41 

Connecticutt 

5 

7 

Massachusetts 

7 

19 

Rhode  Island 

15 

14 

Vermont 

1 

1 

Middle  Atlantic 

40 

36 

New  York 

24 

23 

New  .lersev 

8 

6 

Pennsylvania 

8 

5 

Maryland 

0 

1 

IVistrict  of  Columbia 

0 

1 

South 

5 

4 

Midwest 

14 

10 

West 

3 

3 

Eoreign 

1 

1 

91 

95 

lABI.K  IV 

■Medical  Training  of  .State  of  Rhode  Island  Interns 


Hospital 

First  Year  Interns: 
I97IM971  1978-1979 

IJ.S.  Foreign  US. 

I'oreign 

Women  and 
Inlants 

2 2 

4 

0 

Rhode  Island 

29  2 

45 

3 

Roger  Williams 

0 3 

16 

0 

M iriam 

0 8 

15 

0 

Memorial 

figures  not 
available 

12 

0 

lOIAI.S  .VI  (67%)  15  (.VV%)92  (97%)  V (3%) 


In  the  Ma\.  1977  issue  of  the  Rhode  Island 
Medical  .lournal,  two  cautious  obscrcations 
were  offered:  lirst,  that  the  patient  care 
internships  in  the  Brown  I Iniversity  affiliated 
hospitals  appeared  to  he  highly  sought-after 
by  well-qualified,  recent  graduates  of 
■American  medical  schools.  Second,  that 
there  was  increasing  mobility  C.xhibited  by 
those  graduating  from  the  Brown  medical 
school  its  well  as  by  those  about  to  enter  the 
house  staff  programs  of  the  Brown  affiliated 
hospitals.  Both  ot  these  observations 
continue  to  be  valid  in  the  light  of  the  data 
incorporated  in  this  editorial  as  well  as  the 
one  appearing  in  the  April  issue  of  this 
•lournal. 

4 he  state  of  Rhode  Island  seems  a step 
closer  to  a goal  of  medical  self-sufficiency. 
Stanley  M.  Aronson.  M.I). 

Dean  of  Medicine 
Brown  University 


PRACTICE  FOR  SALE 

Office  and  Practice  for  Sale  — 
Riverside  Area  — Family  Practice  or 
Internal  Medicine  — 1000  sq.  ft.  with 
central  air  conditioning  — Going 
practice  — All  records  available  — 
Available  September  or  October,  1978. 
Phone  437-1025  or  24&0843. 
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COU\CE  prevents  hard,  dry  stools  common  to  constipation  . . . 
and  does  it  without  laxative  stimulation.  COLACE  assists 
peristalsis  by  simply  letting  intestinal  water  permeate  stools. 


COLACE  helps  to  prevent  painful  straining  at  stool  — particularly 
important  in  patients  with  delicate  anorectal  disorders. 

Safe  and  non-habit  forming  . . . COLACE,  the  simple  water  way 
to  ease  constipation  from  infancy  to  old  age. 


Simple  drops  of  water 

help  mate  COLACE^ 

the  most  widely  usii^ 
stool  scrfteneft^  — 


GoiAcr 

dioctyl  sodium  sulfosuccinate 


PHARMACEUTICAL  DIVISION  ' 


I 


1 


Tins  asoitnaoc 
Isn't  worried  about  M 


ext  ereath... 


he’sacHve 
he’s  ef  fecHveiy 
maintained  en 


theophylline  (anhydrous)  150  mg  ond  glyceryl  guoiocolote 
(guaifenesin)  90  mg.  Elixir:  alcohol  15% 


I 


high  theophylline  for  effective 
around-the-clock  therapy 

Ciuibron  may  give  the  osthmotic  up  to  eight  hours  of 
bronchodilofion  with  eoch  dose  ond  provides  the 
high  dosoges  of  theophylline  which  ore  now  believed 
necessary  to  keep  potients  free  of  ocute  oftociss  ond 
chronic  wheezing. 

100%  free  theophylline 

(Duibron  helps  ochieve  high  serum  theophylline  levels 
with  minimal  dosoge  volume... delivers  lC)0%free 
theophylline  in  comporison  to  many  other  com- 
pounds which  contain  from  47%  to  91  % effective 
theophylline. 

individualized  theophylline 
dosage  schedule 

, Todoy's  more  efficient  usage  of  theophylline  includes 

individualizing  dosoge  ond  monitoring  serum  theo- 
• phylline  levels.  The  usual  recommended  dosoges  of 
Quibron  ore:  Adults  — 1 to  2 copsules  or  toblespoon- 
fuls  every  6 to  8 hours;  dosoge  may  be  coutiously 
odjusted  upward  when  necessary  to  o moximum  of 
2000  mg  theophylline  per  24  hours.  Children  under 
12—4  to  6 mg  theophylline  per  kg/body  weight 

1 every  6 to  8 hours:  dosoge  moy  be  coutiously  od- 

justed up  to  9 or  10  mg/kg  every  6 hours. 


Now,  for  the  asthmatic 
who  requires 
high-dose  theophylline 
therapy  for  therapeutic 
serum  concentrations 


Mead  Johnson 
Phormoceuticol  Division 
onnounces 

QUIBROI\r-300 

Each  capsule  conroins  000  mg  rheophylline 
(onhydrous)  ond  1 80  mg  glyceryl 
guoiocolote  (guaifenesin) 

For  Brief  Summary, 
pleose  see  the  lost  page 
of  this  advertisement. 


Quibron-300 

^ Each  capsule  conroins  000  mg  theophylline  (anhydrous) 
ond  18C)  mg  glyceryl  guoiocolote  (guoifenesin) 

The  new  high-dose  theophylline  capsule... 
for  dependable  theoph>^line  therapy 
when  products  of  lower  dosage  do  not 
adequately  control  asthma  symptoms. 


Specially  formulated 

...for  optimal  efficacy 

GXjibron-300  is  appropriate  theropy  for  asthma 
potients  whose  symptoms  ore  not  odequotely  con- 
trolled on  lower  doses  of  theophylline,  portic- 
ulorly  for  patients  whose  theophylline  dosoge  hos 
been  adjusted  upword  to  ochieve  theropeutic 
serum  levels.  In  one  study'  on  overoge  peok  in- 
creose  in  FEV,  of  35%  was  demonstrated  ofter  o 
single  dose  equivalent  to  one  Quibron-300  cop- 
sule,  ond  significont  improvement  in  this  pul- 
monary function  lasted  for  nearly  eight  hours  ofter 
odministrotion. 

...for  Optimal  predictability 

One  Quibron-300  copsule  q6-8h  yields  theropeutic 
serum  levels  (10-20  mcg/ml)  in  many  odults. 

With  o single  dose,  more  thon  75%  of  potients 
ochieved  serum  levels  potentiolly  providing  clinicol 
benefit  (5- 1 5 meg/ ml).  Holf-life  of  theophylline 
vories  widely  from  patient  to  potient,  making 
monitoring  of  theophylline  theropy  importont. 
Potient  response  moy  be  monitor^  clinicolly  if 
blood  levels  ore  not  ovoiloble  os  long  os  dosoge 
does  not  exceed  1200  mg  in  24  hours  for  odults. 


...for  optimal  dosoge  convenience 

The  simple,  convenient  dosoge  of  new 
<3uibron-300  —one  copsule  every  six  to  eight 
hours —mokes  it  eosy  for  potients  to  comply  with 
high-dose  regimens  often  required  to  ochieve 
theropeutic  serum  levels.  Quibron-300  copsules 
may  provide  moximum  theropeutic  value  with 
moximum  convenience.  In  foct,  the  switch  from  o 
low-dose  to  o high-dose  regimen  moy  be  occorrv 
plished  by  merely  switching  copsules,  by  stepping 
up  to  Quibron-300  copsules. 

...for  minimal  theophylline 
side  effects 

Adverse  reoctions  to  theophylline  ore  reloted  to 
serum  levels  ond  ore  usually  not  o problem  ot 
concentrotions  below  20  mcg/ml.  Of  45  potients 
studied'  ofter  o single  dose,  only  seven  reported 
odverse  reoctions.  The  most  common  reoction  was 
o feeling  of  lightheodedness  by  three  of  these 
seven  potients. 

Reference  1 Data  on  file  Meod  Johnson  Phormoceuricol  Division 


Indications:  For  the  synaptomotic  treotment  of  bronchosposfic  conditions 
such  os  bronchial  asthma,  osthmotic  bronchitis,  chronic  bronchitis,  ond 
pulmonory  emphysemo. 

Dosage:  Quibron— Adults:  1-2  capsules  or  1-2  toblespoonfuls  elixir  every 
6-6  hours.  Children  under  12:  4-6  mg  theophylline/lsg  body  weight 
every  6-6  hours 

Quibron-300  — Adults:  1 capsule  every  6-6  hours. 

Theophylline  dosoge  may  be  coutiously  Increosed  to  2000  mg/24  hour 
in  adults  and  9 or  10  mg/kg  every  6 hours  In  children.  Monitoring  of 
serum  theophylline  levels  ot  higher  dosages  is  recommended 
Precautions:  Do  not  odminister  more  frequently  than  every  6 hours,  or 
within  12  hours  after  rectal  dose  of  ony  preporofion  containing  theo- 


phylline or  ominophylline.  Do  not  give  other  xonthine  derivatives  con-  kj| 
currently  Use  in  cose  of  pregnoncy  only  when  cleorly  needed. 

Adverse  Reoctions:  Theophylline  moy  exert  some  sfimuloting  effect  on 
the  central  nervous  system.  Its  odministrotion  may  cause  locol  irritotionc 
the  gostric  mucoso,  with  possible  gastric  discomfort,  nouseo.  ond  vomit- 
ing. The  frequency  of  adverse  reoctions  is  related  to  the  serum  theo- 
phylline level  and  is  not  usuoliy  o problem  ot  serum  theophylline  levels 
below  20  pg/ml. 

How  Supplied:  Quibron  Elixir:  Dottles  of  1 pint  ond  1 gollon.  Quibron 
Capsules:  Doftles  of  100  ond  1000  and  unit-dose  poclss  of  100. 
Quibron-300  Copsules:  Doftles  of  100. 
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Conducted  by  BENCEl.  E.  SCHIFE,  M.I). 
and 

ARTHUR  B.  KERN,  M l). 


Founded  by  FRANCESCO  RONCHESE,  M.I). 


Left:  A 53  year  old  male  who  for  the  past  8 years  had 

noted  increasing  redness  and  enlargement  of  his 
nose.  Examination  disclosed  many  telangiectases  and 
irregularly  shaped  lohules  as  well  as  discrete  pustules 
over  the  nose. 


Right;  A 55  year  old  mentally  retarded  male  who 
since  childhood  has  had  gradually  enlarging  skin 
colored  firm  telangiectatic  papules  on  the  nose. 
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We  can  answer  these  questions  better: 

1.  How  can  I be  SURE  that  I am  getting  the  best 
QUALITY  of  DISABILITY  INSURANCE  — at  a 
reasonable  cost? 

2.  How  can  I be  SURE  that  my  LIFE  INSURANCE 
premiums  are  applied  to  my  greatest  advantage 
( net  after  taxes) ? 

3.  How  much  is  ENOUGH  to  put  into  tax-deferred 
RETIREMENT  PLANS? 

4.  How  can  I BUILD  WEALTH,  in  spite  of  INFLA- 
TION and  HIGH  TAXES? 

5.  How  can  I,  'and  my  family,  be  SECURE,  financially, 
in  spite  of 

a. )  INCOME  and  DEATH  TAXES 

b. )  DISABILITY 

c. )  DEATH 

d. )  DEPRESSION 

e. )  DEVALUATION? 
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cessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are  dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nause: 
and  vomiting.  Hypokalemia  may  develop,  especially  with  brisk  diures:' 
in  severe  cirrhosis,  with  concomitant  corticosteroid  or  ACTH  therapy." 
with  inadequate  oral  electrolyte  intake.  Hypokalemia  can  sensitize  or 
exaggerate  response  of  heart  to  toxic  effects  of  digitalis  (e.g..  Increase, 
ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  con-  r| 
tent.  Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  (| 
specific  treatment  except  under  extraordinary  circumstances  (as  m t| 
liver  disease  or  renal  disease).  Dilutional  hyponatremia  may  occur  in  c 
edematous  patients  in  hot  weather;  appropriate  therapy  is  water  :r 
restriction,  rather  than  administration  of  salt  except  in  rare  instances  4 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  ap- 
propriate  replacement  is  the  therapy  of  choice.  ■ T 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certan 
patients.  Insulin  requirements  in  diabetic  patients  may  be  increased,  t# 
decreased,  or  unchanged;  latent  diabetes  mellitus  may  become  IS 
manifest.  Thiazides  may  increase  responsiveness  to  tubocurarine.  ifj; 
Antihypertensive  effects  of  the  drug  may  be  enhanced  in  post-  1 
sympathectomy  patients.  May  decrease  arterial  responsiveness  to  lllii 
norepinephrine;  this  diminution  is  not  sufficient  to  preclude  effective-  111; 
ness  of  the  pressor  agent  for  therapeutic  use.  If  progressive  renal  im-  yti, 


Contraindications;  Anuria;  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs. 

Warnings:  Use  with  caution  in  severe  renal  disease.  In  patients  with 
renal  disease,  thiazides  may  precipitate  azotemia.  Cumulative  effects 
may  develop  in  patients  with  impaired  renal  function.  Use  with  caution 
in  patients  with  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma.  May  add  to  or  potentiate  action  of  other  antihyperten- 
sive  drugs,  potentiation  occurs  with  ganglionic  or  peripheral  adrenergic 
blocking  drugs.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possibility  of  exacerbation 
or  activation  of  systemic  lupus  erythematosus  has  been  reported.  Lith- 
ium generally  should  not  be  given  with  diuretics  because  they  reduce 
Its  renal  clearance  and  add  a high  risk  of  lithium  toxicity.  Read  circu- 
lars for  lithium  preparations  before  use  of  such  concomitant  therapy. 
Use  in  Pregnancy:  Thiazides  cross  placental  barrier  and  appear  in  cord 
blood;  in  pregnancy,  weigh  anticipated  benefit  against  possible  haz- 
ards to  fetus,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  that  have  occurred  in  adults. 
Nursing  Mothers:  Thiazides  appear  in  breast  milk;  if  use  of  drug  is 
deemed  essential,  patient  should  stop  nursing. 

Precautions:  Perform  periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance.  Observe  all  patients  for  clinical 
signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  de- 
terminations are  particularly  important  when  patient  is  vomiting  ex- 


Pi| merit  becomes  evident,  consider  withholding  or  discontinuing 
diletic  therapy.  Thiazides  may  decrease  serum  PBI  levels  without 
sf'is  of  thyroid  disturbance.  Calcium  excretion  is  decreased  by 
thjzides.  Pathologic  changes  in  the  parathyroid  gland  with  hyper- 
csbemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
ofbrolonged  therapy;  thiazides  should  be  discontinued  before  testing 
foi^arathyroid  function. 

A'ferse  Reactions:  Gastrointestinal  System— Anorexia,  gastric  ir- 
rii  ion;  nausea;  vomiting;  cramping;  diarrhea;  constipation;  jaundice 
(if  ahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 

Cntral  Nervous  System— Dizziness;  vertigo;  paresthesias;  headache; 
xjjthopsia. 

Hilnafo/og/c— Leukopenia;  agranulocytosis;  thrombocytopenia; 
apistic  anemia. 

Crd/ovascu/ar— Orthostatic  hypotension  (may  be  aggravated  by 
alohol,  barbiturates,  or  narcotics). 

Hyersensitivity— Purpura-,  photosensitivity;  rash;  urticaria;  necrotizing 
ah.iitis  (vasculitis)  (cutaneous  vasculitis);  fever;  respiratory  distress 
in.,Jding  pneumonitis;  anaphylactic  reactions. 

Oer— Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm, 
wi  kness;  restlessness;  transient  blurred  vision. 

V\/3never  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
sbjid  be  reduced  or  therapy  withdrawn. 

, e:  When  used  with  other  antihypertensive  drugs,  careful  observa- 
! tics  for  changes  in  blood  pressure  must  be  made,  especially  during 
: inal  therapy.  Dosage  of  other  antihypertensive  agents  must  be 


reduced  by  at  least  50  percent  as  soon  as  this  drug  is  added  to  the 
regimen.  As  blood  pressure  falls  under  the  potentiating  effect  of  this 
agent,  further  reduction  in  dosage,  or  even  discontinuation,  of  other 
antihypertensive  drugs  may  be  necessary. 

How  Supplied:  Tablets  containing  25  mg  hydrochlorothiazide  each  in 
bottles  of  100  and  1000  and  single-unit  packages  of  100;  Tablets  con- 
taining 50  mg  hydrochlorothiazide  each  in  bottles  of  100, 1000,  and 
5000  and  single-unit  packages  of  100;  Tablets  containing  100  mg  hy- 
drochlorothiazide each  in  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  full  prescribing  information.  Merck  Sharp  & Dohme. 

Division  of  Merck  & Co.,  Inc.,  West  Point  Pa.  19486 

J6HD04(528l 


MSD 

MERCK 

SHARa 

DOHME 


In  hypertension 

TABLETS:  25  mg,  50  mg,  and  100  mg 


HydroDIURIL 

(HYDROCHUDROTHIAZIDE  | MSD) 


Tolinase 

tolazamide,Upjohn 


Please  contact  your  Upjohn  representative  for  additional  product  information. 


Adverse  Reactions  To  Drugs: 
I.  Hypersensitivity 


Allergic  Reactions  Are  Altered  Responses 
Mediated  By  Immunological  Mechanisms 


Br  Guy  A.  Settipane,  M.D. 


The  frequency  of  adverse  reactions  to 
i drugs  in  hospitalized  patients  is  estimated  to 
■ i be  3-5%.'  2 Adverse  reactions  to  drugs  may 
be  classified  as  follows:  side-effects 

(undesirable  pharmacologic  effect),  toxicity 
(overdosage),  interactions  with  other  drugs, 
i idiosyncrasy  (unusual  reaction  not  related  to 
I known  pharmacologic  action),  intolerance 
. (increased  pharmacological  effect  with  small 
t doses),  allergic  reactions,  and  pseudo-allergic 
! reactions. 

Allergic  reactions  are  defined  as  an  altered 
! response  to  a drug  mediated  by  an 
; immunological  mechanism.  Pseudo-allergic 
: responses  to  a drug  are  described  as  adverse 
i reactions  that  are  not  mediated  by  an 
I immunological  mechanism,  but  are  clinically 
• similar  to  the  signs  and  symptoms  of  true 
i drug  allergy. 

i 

1 

; GUY  A.  SETTIPANE,  M.D.,  Associate 
! Clinical  Professor,  Program  in  Medicine, 

\ Brown  University,  Providence,  Rhode 
Island:  and  Physician-in- Charge,  Division  of 
Allergy,  Department  of  Medicine,  Rhode 
Island  Hospital,  Providence,  Rhode  Island 


Clinically,  allergic  reactions  to  drugs  may 
be  manifested  by  urticaria-angiodema, 
pruritus,  erythema,  fever,  bronchospasm, 
vasculitis,  other  antibody-antigen  complex 
symptoms,  shock,  and  death.  Immunolo- 
gically,  drug  allergy  and  other  hypersensitivity 
reactions  are  categorized  by  the  Gell  and 
Coombs  classifications,^  Table  1. 


TABLE  I 

Types  of  Hypersensitivity  (Gell  and  Coombs) 


Types 

Clinical  Classification 

Onset  of 
Reaction 

Antibody  or 
■Mediators 

I 

Acute  anaphylaxis 

Several 

Minutes 

IgE 

II 

Cytotoxic  or  Cytolytic 
Reaction 

Minutes 

to 

hours 

IgG  or  IgM 
Complement 

III 

Arthus  reaction 
(Immune  complex 
disease) 

Hours  to 
several 
days 

IgG 

IV 

Delayed  reaction 

48  Hours 

Lymphocytes 
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Some  drug  hypersensitivity  reaetions,  such 
as  penicillin  allergy,  may  manifest  symptoms 
which  can  be  classified  as  either  type  I,  II, 
III,  or  IV.  For  example,  penicillin  has  been 
known  to  produce  immediate  shock  and 
death  (type  I),  hemolysis  (type  11),  serum 
sickness  (type  111),  and  delayed  reactions, 
which  may  occur  up  to  2 weeks  later  (type 
IV).  However,  a significant  number  of  rashes 
associated  with  ampieillin  have  a non-allergic 
basis  and  are  classified  as  pseudo-allergic 
reactions.  1 hese  pseudo-allergic  reaetions 
will  be  described  in  Part  II  of  this  report. 

Atopy  does  not  appear  to  predispose 
individuals  to  hypersensitivity  reactions  to 
drugs,  and  the  frequency  of  drug  allergy 
appears  to  be  the  same  in  atopic  and  non- 
atopic  individuals. However,  there  is 
evidence  that  asthmatic  patients  may  have  a 
more  severe  reaction  to  a drug  than  non- 
atopic  individuals  when  a drug 
hypersensitivity  does  occur. ^ Also,  pseudo- 
allergic  reactions  to  aspirin  are  found  more 
frequently  in  asthmatic  individuals,  who  may 
experience  severe  reactions  to  this  drug  and 
related  compounds  such  as  indomethacin, 
sodium  benzoate,  mefenamic  acid, 
phenylbutazone,  ibuprofen  (Motrin®),  and 
tartrazine.  Therefore,  it  is  imperative  that 
drugs  be  administered  to  asthmatic  patients 
cautiously  to  avoid  the  possibility  of  adverse 
reactions. 

It  has  further  been  observed  that  children 
have  fewer  drug  hypersensitivity  reactions 
than  adults,  which  is  usually  attributed  to  a 
decreased  exposure  to  certain  drugs.  As  a 
child  becomes  older,  his  exposure  rate  to 
drugs,  such  as  pencillin,  is  increased  through 
usage,  with  the  result  that  the  risk  of 
developing  IgE  antibodies  to  a drug  becomes 
greater.  It  is  a further  possibility  that  the 
decreased  frequency  of  drug  allergy  in 
children  is  related  to  an  immature 
immunological  system. 

Most  drugs  are  haptens  and  stimulate  the 
immunological  system  by  combining  with 
endogenous  macromolecules  such  as 
proteins,  which  serve  as  hapten  carriers. 
Once  antibodies  to  the  hapten-carrier 
complex  are  produced,  the  presence  of 
hapten  alone  can  combine  with  the  specific 
antibody  producing  an  antibody-antigen 
reaction  with  the  release  of  anaphylactic 
mediators  such  as  histamine,  slow  reacting 


substance  of  anaphylaxis  (SRS-A), 
chcmotactic  factors,  and  prostaglandins.  In 
order  to  produce  these  allergic  mediators,  the 
hapten  must  be  at  least  bivalent  since 
univalent  haptens  do  not  cause  the  release  of 
allergic  mediators. 

Drugs  do  not  usually  react  with 
endogenous  macromolecules,  but  in  vivo 
degradation  of  these  drugs  may  react  with 
endogenous  proteins  resulting  in  antigenic 
stimulation  of  the  immunological  system. 
I'hese  breakdown  products  of  drugs  may 
combine  with  certain  proteins  or  specific 
internal  structures  such  as  the  lungs  or  blood, 
so  that  the  resulting  antigen-antibody 
reaction  may  be  directed  chiefly  against 
certain  body  tissues  resulting  in  organ 
specific  pathology.  For  example,  penicillin 
may  be  degraded  in  vivo  to  benzylpenicillenic 
acid,  which  combines  with  endogenous 
proteins  to  form  benzylpenicilloyl  haptenic 
groups,  a major  antigenic  determinant  of 
penicillin.  The  “minor”  antigenic  breakdown 
products  of  penicillin  are  benzylpenicillin, 
benzylpenicilloate,  benzylpenilloate,  and 
benzylpenicilloyamine.  Some  of  the  degraded 
products  of  penicillin  may  combine  with 
protein  molecules  on  red  blood  cells,  thus 
stimulating  the  immunological  system  to 
produce  antibodies  against  the  complex  of 
breakdown  products  of  penicillin  and  tissue. 
The  next  exposure  to  penicillin  may  result  in 
hemolytic  anemia  (Cell  and  Coombs  type  11 
reaction).  If  shock  or  acute  anaphylaxis 
occur,  it  can  be  assumed  that  a Cell  and 
Coombs  type  1 reaction  mediated  by  IgE 
antibodies  has  been  activated. 

Diagnosis 

Presently,  the  main  instrument  for 
diagnosing  drug  allergy  is  a detailed  history. 
A knowledge  of  which  drugs  are  most  often 
implicated  in  adverse  reactions  is  important. 
The  drugs  that  most  frequently  result  in 
adverse  reactions  are  pencillin,  sulfonamides, 
and  aspirin.  At  one  time  it  was  estimated  that 
pencillin  caused  500  deaths  a year  in  the 
United  States.-  However,  this  estimate  may 
now  be  revised  downward  because  of 
progress  in  this  field.  Other  drugs  commonly 
associated  with  adverse  reactions  are  listed  in 
Table  II. 

In  reaching  a diagnosis  of  adverse  reaction 
to  drugs,  one  must  also  be  aw'are  of  cross- 
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TABLE  II. 

Drugs  Frequently  Implicated  in  Systemic  Reactions 

1)  F’encillin 

2)  Sulfonamides 

3)  Aspirin 

4)  Heterologous  serum 

5)  Anesthetics 

6)  Iodides  and  radiopaque  materials 

7)  Insulin 

8)  Barbiturates 

8)  Barbiturates 

9)  Tranquilizers 

10)  Tetracyclines  and  other  antibiotics 

11)  Diuretics 

reactions  in  sensitivity  for  certain  drugs. 
Some  hypersensitivities  to  penicillin  G may 
cross-react  with  other  forms  of  penicillin  as 
well  as  cephalosporins.  Hypersensitivity 
reactions  to  any  given  tetracycline  may  cross- 
react  with  derivatives  of  tetracyclines,  such  as 
oxytetracycline  and  chlortetracycline. 
Individuals  with  adverse  reactions  to  aspirin 
may  also  have  a similar  adverse  reaction  to 
other  compounds,  which  are  described  in 
Part  II  of  this  report.  Indeed  history  is  most 
important  in  diagnosing  drug  allergy. 

Skin  testing  with  a drug  for  establishing 
the  diagnosis  of  adverse  reactions  may  be 
appropriate  under  certain  circumstances. 
However,  skin  testing  with  drugs  may  result 
in  many  false  negative  or  false  positive 
reactions.  Furthermore,  great  care  should  be 
employed,  since  fatalities  have  been  reported 
in  skin  testing  with  penicillin  and  aspirin. 

Skin  testing  for  drugs  may  detect  an 
immediate  type  of  hypersensitivity  (Cell  and 
Coombs  type  1),  which  is  mediated  by 
immunoglobulin  E (IgE)  attached  to  skin 
mast  cells.  This  type  of  skin  test  is  usually 
positive  within  20  minutes  after  application 
of  the  antigen  to  the  skin.  A positive  skin  test 
that  occurs  one  to  6 hours  after  application 
of  the  antigen  to  the  skin  usually  detects  the 
presence  of  large  amounts  of  serum 
immunoglobulin  G (IgG)  specific  antibodies 
and  is  termed  an  accelerated  or  Arthus  type 
reaction  (Gell  and  Coombs,  type  HI). 

The  future  in  diagnosing  drug  allergy 
appears  to  lie  in  the  in-vitro  tests  for  specific 
IgE  antibodies.  Such  tests  as  the 
Radioallergosorbent  test  (RAST)  and  the 
Galactosidase  immunosorbent  test  (GIST) 
are  presently  being  studied  for  clinical 
application  to  drug  allergy.  These  tests 


determine  if  specific  serum  immunoglobulin 
E (IgE)  antibodies  to  various  drugs  may  be 
present  and  may  in  the  future  be 
replacements  for  skin  tests  in  drug  allergy. 
Rast  and  Gist  are  utilized  in  clinical  allergy 
to  determine  if  a type  I hypersensitivity 
reaction  is  present. 

To  test  for  type  II  hypersensitivity 
reactions  an  anti-IgG  or  anti-IgM  antibody  is 
used.  These  antibodies  to  human 
immunoglobulin  are  produced  immunizing  a 
rabbit  or  other  animal  with  a specific  human 
immunoglobulin  and  harvesting  the  resulting 
anti-human  immunoglobulin.  Fluorescent 
chemicals  may  be  attached  to  these  anti- 
human immunoglobulins  to  facilitate  detec- 
tion of  human  immunoglobulins.  These  anti- 
human immunoglobulins  are  applied  to 
human  tissue  in  vitro  to  determine  if  the 
membranous  surface  of  these  tissues  are 
coated  with  antibodies.  The  end  result  may 
be  a cytolytic  reaction.  The  Coombs  anti- 
globulin test  for  immune  hemolytic  anemia  is 
an  example  of  this  test. 

The  presence  of  small  amounts  of 
antibodies  to  drugs  can  be  determined  by 
hemagglutination  assays  which  can  detect 
extremely  small  quantities  (nanogram  ml)  of 
IgG  and  IgM  antibodies.  The  bacteriophage 
neutralization  test  has  also  been  shown  to 
detect  small  levels  of  antibodies  in  human 
sera. 

A type  HI  hypersensitivity  reaction  is 
usually  confirmed  by  a gel  double 
diffusion  test  such  as  the  Ouchterlong 
technique.  This  test  determines  the  presence 
of  precipitating  antibody  of  the  IgG  class.  It 
depends  on  the  presence  of  a large  amount  of 
circulating  IgG  antibody  to  a specific 
antigen.  An  abundance  of  antibody-antigen 
complexes  in  the  body  results  in  damage  to 
tissues.  Serum  sickness,  allergic  pneumonitis, 
and  Arthus  type  reactions  are  examples 
type  HI  hypersensitivity.  New  and  sensitive 
techniques,  such  as  platelet  aggregation  tests 
and  use  of  Raji  cells  for  detecting  the 
presence  of  circulating  antibody-antigen 
complexes,  will  help  in  diagnosing  and 
defining  the  role  of  these  complexes  in  drug 
allergy  and  in  other  immunological  diseases. 

A type  IV  hypersensitivity  reaction  is 
mediated  by  sensitized  lymphocytes.  Patch  or 
intracutaneous  tests  with  the  specific  antigen 
is  employed  clinically  in  testing  for  this  type 
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of  reaction.  Ihe  I’PI)  skin  test  tor 
tuberculosis  is  the  classical  example  of  this 
type  of  test.  In  vitro  tests  such  as  lymphocyte 
proliferation  tests  or  migration  inhibition 
factor  (MIF)  are  among  the  newer  methods 
available  to  test  for  this  type  of 
hypersensitivity,  but  their  clinical 
applicability  is  not  yet  fully  established. 

Usually,  type  I hypersensitivity  reactions 
are  completely  reversible,  whereas  types  II, 
111  and  IV  result  in  tissue  damage  which  may 
cause  fibrosis  in  some  chronic  cases  and 
therefore  not  considered  to  be  completely 
reversible.  In  some  circumstances 
combinations  of  various  types  of  reactions 
may  co-exist.  For  example,  in  allergic 
bronchopulmonary  aspergillosis  both  type  I 
and  type  111  hypersensitivity  reactions  may 
be  present. 

Type  I and  type  IV  Cell  and  Coombs 
reactions  do  not  require  the  use  of  serum 
complement.  Serum  IgG4  subclass,  IgA,  IgE, 
IgD  also  do  not  use  up  serum  complement. 
Type  II  and  type  III  reactions  usually  require 
complement.  Measurement  of  components  of 
serum  complement,  especially  those  involving 
the  classical  pathway  [C'1,C'4,C'3,  and  total 
hemolytic  complement  (CH.w)]  may  be 
helpful  in  detecting  this  type  of  reaction. 

Management  of  Adverse  Reactions 
General  Principles 

1.  Stop  the  offending  drug 

2.  Administer  aqueous  epinephrine  I 1000 
0.2  to  0.3  ml,  subcutaneously  or 
intramuscularly,  depending  on  the  severity  of 
the  reaction  and  cardiac  status  of  the  patient. 

3.  Epinephrine  may  be  repeated  again  in 
15  to  20  minutes  in  severe  reactions. 

4.  If  the  drug-allergen  was  given 

intramuscularly,  retard  absorption  from  the 
injection  site  by  local  infiltration  of  0.1  0.2 

ml  of  I 1000  epinephrine.  If  the  injection  site 
is  on  an  extremity,  apply  tourniquet 
proximally. 

5.  Maintain  airway  patency.  Insertion  of 
an  endotracheal  tube  or  performance  of  a 
tracheostomy  may  be  necessary. 

6.  Intravenous  infusion  of  isotonic 
saline  should  be  begun  in  moderate  to  severe 
cases. 

7.  Diphenylhydramine  (Benadryl®)  10-50 
mg  by  the  intramuscular  route  may  be 
administered. 


X.  If  epinephrine  has  not  reversed  vascular 
collapse,  a drip  infusion  of  norepinephrine 
fUevophed®,  I ampule  (4  ml  of  0.2  per  cent 
solution)  added  to  I liter  of  5 percem 
dextrose  solution]  may  be  infused  at  a rate  of 
up  to  2 to  3 ml  per  minute  as  required  to 
maintain  blood  pressure. 

9.  If  bronchospasm  occurs  and  is  not 
relieved  by  epinephrine,  begin  an  intravenous 
infusion  of  aminophylline  (6  mg  Kg  in  250 
ml  of  intravenous  solution). 

10.  Corticosteroids  (equivalent  of  200  mg 
hydrocortisone  every  4-6  hours)  may  be  given 
even  though  the  beneficial  effects  may  be 
delayed  in  onset. 

11.  Patient  should  be  observed  closely  for 
2-3  hours  after  recovery  from  anaphylaxis.  If 
symptoms  persist,  hospitalization  may  be 
necessary. 

12.  After  recovery  from  acute  anaphylaxis, 
Sus-Phrine®  0.10  ml  subcutaneously  may  be 
given  to  maintain  symptom-free  state. 

Desensitization  to  drugs  such  as  penicillin 
is  not  recommended  because  of  the  hazards 
involved,  except  under  extraordinary 
circumstances.  Whenever  there  is  a history  of 
drug  allergy,  other  drugs  with  similar 
pharmacological  action  should  be  chosen. 

ITe  drugs  of  choice  for  treatment  of  type  I 
hypersensitivity  reactions  are  epinephrine, 
followed  by  antihistamines  and 
corticosteroids.  The  drugs  of  choice  for 
treatment  of  type  IV  hypersensitivity  are 
corticosteroids.  For  treatment  of  type  II  and 
III  hypersensitivity  reactions  the  primary 
drugs  are  corticosteroids,  which  may  be 
supplemented  by  epinephrine  and 
antihistamines  as  the  clinical  situation 
requires. 

It  is  recommended  that  individuals  with 
definite  adverse  reactions  to  drugs  should 
carry  information  about  their  drug 
sensitivities  on  their  persons  at  all  times. 
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Adverse  Reactions  To  Drugs: 

II.  Pseudo-Allergic  Reactions 


Pseudo-Allergic  Reactions  Are  Altered 
Responses  Mediated  Through  Mechanisms 
Other  Than  Immune 


By  Guy  A.  Settipane,  M.D. 


CZ'ertain  drugs  cause  reactions  suggestive 
of,  but  not  proven  to  be  due  to  an  allergic 
mechanism.  I hc  type  of  symptoms  prtiduced 
by  these  adverse  drug  reactions  are  usually 
gencrali/ed  urticaria  tmgioedema.  broncho- 
spasm.  laryngospasm.  or  shock.  Drugs  that 
produce  these  pseudo-allergic  reactions  are 
aspirin,  tartra/ine,  iodinated  radiographic 
dvcs.  and  ampicillin.  Fliminatcd  from  this 
category  are  drug  reactions  that  cause 
tidverse  reactions  because  of  physical 
properties  such  as  crystalli/ation  or  colloid 
I o r m a t i o ti  s , w h i c h m a y result  in 
microemboli/ation.  Ihe  reactions  resemble  a 
l\ pe  1.  Gell  and  Coombs  retiction  as 
mediated  by  IgE  antibodies.  However.  IgE 
antibodies  specific  for  these  drugs  have  not 
been  found  in  serum  of  patients  who 
e.xperience  these  adverse  effects. 

I he  prototv  pic  drug  in  this  pscudo-allcrgic 
reaction  category  is  aspirin.  1 here  are  about 
one  million  people  in  the  United  States  with 
pseudo-allergic  reactions  to  aspirin.  Adverse 
reactions  to  this  drug  arc  lound.  in 
decreasing  frequency.  in  patients  with 
chronic  urticaria,  followed  bv  asthmatic 
patient,  then  normal  individuals  Table  IIF 
The  predominant  symptom  produced  by 
aspirin  in  patients  with  chronic  uiticiiria  is  an 
acute  c.xacerbation  of  the  iirtictuia;  in  those 
patients  with  asthma,  an  acute  bronchospasm 
predominantly  occurs.  In  normal  individuals 
with  adverse  reactions  to  aspirin,  cither 
angioedema  urticaria  or  bronchospasm 
occurs. 


1 hesc  two  major  symptoms  of  aspirin 
intolerance,  urticaria  or  bronchospasm,  are 
usually  associated  with  different  clinical 
conditions,  (fable  IV)  and  for  this  reason 
may  be  due  to  different  types  of  pathogenetic 
mechanisms  which  arc  at  present  unknown. 

Specific  IgE  antibodies  to  aspirin  have  not 
been  found.  Minden  and  Earr'"  suggested 
that  the  sera  of  patients  receiving  aspirin 


TABLE  III 

Frequency  of  Aspirin  Intolerance  in  Various  Conditions 


Type  of  Population  % 


Chronic  Urticaria 23.2 

Asthma  3.8 

Rhinitis  1.4 

Normal  0.9 


contained  antibodies  that  react  with  I 

1 

acetylated  human  serum  albtimm  but  that  the  , 
presence  of  these  antibodies  did  not  correlate 
with  clinical  intolerance  to  aspirin.  Utilizing  * 
phage  neutralization  and  hemagglutination  ! 
techniqties.  Amos  et  al"  reported  finding  ! 
anti-aspiryl  antibodies  in  human  sera,  but,  as  j 
in  the  studv  of  Minden  and  Earr.  there  was 
no  correlation  with  clinical  intolerance  to  | 
aspirin.  In  1971  DeWeek'-  reported  that  ! 
reagin  induced  by  aspirin  anhydride,  a | 
contaminant  of  commercial  aspirin,  was  j 
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TABI  E IV 

Major  Subtypes  of  Aspirin  Intolerance 


Subtypes 


Broncho- 

spastic 

I'rficaria/ 

.Angioedema 

Increased  frequency  in 
chronic  urticaria  of 
unknown  cause  

No 

Yes 

Increased  frequency  in 
asthma  

Yes 

No 

Correlated  with  nasal 
polyposis  

Yes 

No 

Similar  age  onset  as 
asthma  

Yes 

No 

Increased  frequency  in 
older  age  groups 

Yes 

No 

Familial  occurrence  . . . 

Yes 

Yes 

Tartrazine  cross-reaction 

Yes 

Yes 

Elevated  total 
Eosinophile  count  .... 

Yes 

No 

present  in  those  individuals  with  the 
urticaria  angioedema  t\pe  of  intolerance.  In 
1974  F^hills  and  Percimutter' ’ reported  that 
the  bronchospastic  type  of  intolerance  is  not 
mediated  through  IgF  antibodies  and  that 
the  urticaria  angioedema  type  is  mediated 
through  the  IgF  immunoglobulins.  Fhe 
techniques  used  in  this  study  were  the  direct 
skin  test  to  aspirylpolylysine  (ASP-I’FI.)  and 
rat  mast  cell  test  (RMCT)  before  and  after 
absorption  of  IgF  immunoglobulin. 

However,  in  1974  S c h I u m b e r g e r , 
Fobbecke,  and  Kallos'-'  were  unable  to 
confirm  positive  allergy  skin  tests  in  those 
individuals  with  an  urticaria  type  of  aspirin 
intolerance  using  N-salicyloyl  or  N- 
acetylsalicyloyl  antigens.  Fate  in  1974  von 
Maur  and  co-vvorkcrs'‘'  reported  a family  of 
which  6 individuals,  representing  three 
generations,  had  aspirin  intolerance. 
However,  skin  tests  to  aspiryl-polylysine 
(ASP-PFF)  were  negative. 

In  19  7 6,  using  a g a I a c t o s i d a s e 
immunosorbent  test  (CilST)  Weltman,  S/aro, 
and  Settipane'^  reported  that  specific  IgF 
anti-aspiryl  antibodies  were  not  found  in  sera 


ol  patients  with  either  the  bronchospastic  or 
urticarial  tvpe  of  aspirin  intolerance 

fhe  bronchospastic  tvpe  of  aspirin 
intolerance  mav'  he  re  I ;i  ted  to  the 
prostaglandin  system.  In  no  na  topic 
asthmatics  with  nasal  polyps  an  abnormal 
mechanism  mav  exist  in  which  aspirin  mav 
affect  the  ratio  of  PGE:,  a bronchodilator, 
to  PGF’  a bronchoconstrictor.  A distortion 
of  this  ratio  mav  lead  to  the  dominance  ol 
PGF  and  cause  a bronchoconstrictor  effect. 
I his  theory  is  supported  by  known 
i n t e r actions  bet  w e e n a s p i i-  i n a n d 
prostagla  ndin. 

I’atients  with  pseudo-allergic  reactions  to 
aspirin  are  also  at  risk  for  developing  similar 
reactions  to  certain  drugs  that  appear  to 
cross-react  with  aspirin.  The  food  and  tirug 
coloring  additive  tartra/ine  ctiiises  adverse 
reactions  in  ab(uit  15  percent  of  individuals 
with  pseudo-allergic  reactions  to  aspirin.^  It 
is  estimated  that  there  are  about  1 50. ()()() 
individuals  in  the  Fnitcd  States  who  react 
adversely  to  tartra/ine.  Since  the  tvpe  of 
symptoms  produced  by  tartra/ine  in  these 
individuals  is  usually  similar  to  the  svmptoms 
produced  by  aspirin,  a similar  pathogenetic 
mechanism  is  postulated  for  pseudo-allergic 
reactions  to  tartra/ine.  Weltman.  S/aro.  and 
Settipane"’  reported  that,  as  in  the  case  ol 
aspirin,  no  IgF  anti-tartra/ine  antibodies 
were  lound  in  patients  with  pseudo-allergic 
reactions  to  tartra/ine.  Adverse  reactions  to 
tartra/ine  can  occur  without  an  associated 
aspirin  tolerance. 

Other  drugs  that  cause  adverse  reactions 
similar  to  those  of  aspirin  in  patients  with 
pseudo-allergic  reactions  to  aspirin  are  as 
follows:  indomethacin.  sodium  ben/oate. 

mefenamic  acid,  pheny  buta/one.  and 
ibuprofen.  Indomethacin  cross-reacts  with 
aspirin  100  percent  of  the  time  in  those 
patients  with  pseudo-allergic  reactions  to 
aspirin.  Fxcept  lor  tartra/ine.  the  cross- 
rciictivity  rates  for  these  other  drugs  is 
undetermined,  but  appears  to  be  small. 

4 he  molecular  structures  of  drugs  that 
cross-react  with  aspirin  are  dissimilar  from 
that  of  aspirin  (Fig.  I.).  Sodium  salicylate 
has  a molecular  structure  similar  to  that  of 
aspirin,  but  clinically  does  not  cross-react 
with  aspirin  in  those  patients  with  aspirin 
intolerance.  It  appears  then  that  drugs  with 
dissimilar  molecular  structures  cross-react 
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with  aspiiin  and  a drug  v\ith  a similar 
molecular  structure  docs  not.  I licsc  data 
support  the  hypothesis  that  pseudo-allergic 
reactions  to  aspiriti  are  not  metliated  hy  an 
autihody-autigeu  reaction,  since  a speeilie 
antibody  against  aspirin  would  be  expected 
to  react  with  chemicals  ol  similar  molecular 
structure. 

Radio— Opaque  Dyes 

Iodine  containing  organic  compounds  lor 
radiographic  use  ma\  cause  adverse  reactions 
such  as  generali/etl  urticaria  angioedema, 
bronchospasm,  larviigeal  spasm,  shock  and 


death.  A review  ol  I ().()()()  consecutive 
intravenous  urograms  reveals  that  1.7  per 
cent  had  pseudo-allergic  reactions. Severe 
adverse  reactions  resulting  in  death 
reportedly  occurs  once  in  every  .‘iO. ()()() 
intravenous  pyelogram  proved  tires. 

I hese  adverse  reactions  are  not  thought  to 
be  mediated  by  speeilie  Igl  antibodies  since 
none  have  been  detected  in  sera  ol  these 
patients.  I'vidence  lor  ‘his  hypothesis  is 
supported  by  the  fact  that  only  16  percent  of 
those  individuals  with  a previous  immetliate 
generali/ed  reaction  to  an  intravenous 
iodinatetl  radiographic  compound  respotulcd 


COOH 
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Cl 


Indomethacin 


(CH3)jN 


CH- 


CR«] 


Aminopyrine 


Sodium  Benzoate 


Mefenamic  Acid  Phenylbutazone 
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FIGl'RE  1 Molecular  Structure  of  Aspirin  And  Drugs  That  Cross-React  With  Aspirin 
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with  pscudo-allcffiic  symptoms  on  the  second 
challenge. Most  ol  these  patients  tolerated 
the  second  challenge  well  with  no  adverse 
reactions.  II  these  reactions  were  mediated  b\ 
IgF.  it  would  be  e.xpeeted  that  a higher 
percentage  ol  these  patients  woiikl  ha\e 
generali/cd  reactions  to  the  second  challenge 
dose.  No  apparent  pathogenetic  mechanism 
is  known  tor  these  reactions,  but  it  is  possible 
that  non-antibod\  mediated  histamine  release 
I ma\  occur,  lodinated  d\es  ha\e  been  known 
I to  release  histamine  non-specitieall\  from  rat 
i mast  cells. 

Ampiccillin  Rash 

.Ampieillin  ma\  be  associated  with  a skin 
I rash  that  is  non-allergie  but  that  ma\'  be 
i;  mistaken  lor  an  allergic  dermatitis.  This  non- 
: allergic  rash  associated  with  ampieillin  is 
1'  described  as  a maeulopapular.  non-pruritic 
{ : rash  not  associated  with  systemic  symptoms. 

1 It  occurs  in  about  9 percent  of  individuals  on 
I ; ampieillin  and  as  high  as  50  percent  in 
j : patients  with  infectious  mononucleosis. 

! 'I  Patients  with  lymphatic  leukemia,  or 
hyperuricemia,  or  those  receiving  concurrent 
jli  allopurinol  also  have  a high  risk  of 
|ij  developing  a non-allergie  maeulopapular 
:ti  rash  with  ampieillin.  1 hese  individuals 
usuallv  have  negative  skin  tests  to  penicillin 
!i!  products,  and  rechallenge  with  ampieillin  at  a 
I'lj  later  date  caused  no  recurrence  of  the  rash 
and  no  other  adverse  reaction. 

I j It  is  important  to  differentiate  an  urticarial 
;■!  rash  from  a maeulopapular  rash,  since  an 
h|  urticarial  rash  with  ampieillin  signifies  a true 
I li  allergic  reaction.  In  these  cases,  a rechallenge 
\ '\  dose  with  penicillin  products  may  cause  a 
I ;j  very  severe  reaction.  However,  the  most 
' common  rash  associated  with  ampieillin  is 
! ’ non-allergic. 

j ; Future  Research 

j : More  research  should  be  directed  to 

' ; developing  in  vitro  tests  tor  drug  allergv. 

1 Skin  tests  to  drugs  are  not  satisiactorv  in  that 
j many  false  negative  and  false  positive 
; reactions  occur.  In  addition,  severe  reactions 
■ have  occurred  with  skin  tests,  and  deaths 
j have  been  reported.  Iherefore,  kinds  lor 
i drug  allergy  study  should  be  directed  to  other 
V procedures  which  do  not  present  undue  risks 
. to  patients. 

In  vitro  tests  for  specific  IgE  antibodies 


against  a particular  drug  or  its  degraded 
product  appear  to  oiler  the  best  chance  lor 
progress  in  drug  allergv  ,-\  ma|or  problem  is 
encountered  in  the  use  ol  in  vitro  tests  such 
as  R.ASf  or  (HSI  in  that  some  ol  the 

antigenic  reactive  sites  mav  serve  as  the 
combining  sites  ol  the  drug  to  the 
immunoabsorbent  disc.  Those  particular 
chemical  sites  are  thus  masked  Irom  specilic 
Igl  antibodies,  contributing  to  lake  negative 
reactions  In  addition,  the  specilic  Igl 

antibotiv  mav  be  directed  to  a tiegratled  drug 
product  or  a drug  product  modified  bv  serum 
proteins.  Identifving  ami  isolating  that 
particular  drug  component  mav  present  a 
problem  Other  research  activities  tleal  with 
in  vitro  tests  involving  sensiii/cd 
Ivmphocvtes,  Mere  again  it  is  most  important 
that  the  appropriate  antigen  be  isolatevl  and 
used. 
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The  Effectiveness  Of  High  Dose  Beta 
Blockade  In  Patients  With  Variant 
Angina  Pectoris 


The  Apparently  Paradoxical  Effect  In 
Relieving  Symptoms  Emphasizes  The 
Poorly  Understood  Pathophysiology  Of 
The  Disorder 


By  Howard  R.  Marcus,  M.D. 

Robert  M.  Easley,  Jr.,  M.D.,  F.A.C.P. 


Two  patients  with  variant  angina  pectoris 
presented  with  episodes  of  chest  pain, 
\entricular  arrhythmias  and  A-V  block. 
Attempts  to  control  the  symptoms  with 
nitrates  and  in  one  case  with  diben/yline 
were  unsuccessful.  Propranolol  was  given  in 
high  doses  and  symptoms  were  relieved.  The 
pathophysiology  of  variant  angina  pectoris 
appears  to  involve  coronary  artery  spasm, 
but  precipitating  factors  are  unclear. 
E.xperimental  evidence  for  the  effect  of  beta 
blockade  on  coronary  artery  spasm  would 
indicate  a potentially  harmful  role.  Ihe 
apparently  parado.xical  effect  of  propranolol 
in  relieving  symptoms  in  our  two  ca.ses 
emphasizes  the  poorly  understood 
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pathophysiology  of  variant  angina  pectoris 
and  the  need  for  further  investigation  into 
therapeutic  measures  including  the  use  of 
propranolol. 

Case  Reports 

CASE  I (W.Y.  RGH  No  1123548).  This 
fifty-eight  year  old  white  man  presented  with 
chest  pain  and  syncope.  Ihe  patient  was 
asymptomatic  until  two  months  prior  to 
admission  when,  while  resting,  he 
experienced  substernal  chest  pain  lasting 
several  minutes.  Subsequently  the  pain 
recurred  during  mild  exertion  and  while  at 
rest.  The  morning  of  admission  the  patient 
developed  severe  rest  pain  accompanied  by 
diaphoresis  and  a syncopal  episode.  When 
seen  in  the  emergency  room  his  EKG  was 
normal.  Physical  examination  was  normal 
except  for  a fourth  heart  sound.  Ihe  next 
morning,  while  standing  in  the  bathroom,  he 
had  another  syncopal  episode  and 
complained  of  chest  pain  after  recovering 
consciousness.  The  patient  was  transferred  to 
the  coronary  care  unit.  His  characteristic 
chest  pain  recurred,  and  an  EKG  recorded 
during  pain  showed  S-T  segment  elevation  in 
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the  inteiior  leads  (Mg  I).  During  several 
siibseciuent  episodes  ol  ehest  pain  ventricular 
taeliyeardia  aiu)  A-V  block  occurred.  All 
episodes  were  relieved  by  sublingual 
nitroglycerin.  I’ropranolol,  40  mg  every  6 
hours,  was  begun,  together  with  sublingual 
nitroglycerin,  but  episodes  ot  ehest  pain  and 
associateii  arrhythmias  continued  to  occur. 
I’ropranolol  was  discontinuetl.  A short  trial 
ol  phenoxyben/amine  was  attempted. 
However,  since  his  episodes  ol  chest  pain 
with  arrhythmias  became  more  frequent  with 
this  alpha  blocking  agent,  it  was 
discontinued. 


Figure  I Marked  S-T  segment  elevation  in  the 
inferior  leads  with  reciprocal  changes  in  the 
left  lateral  leads  is  seen  during  a period  of 
chest  pain. 

Cardiac  catheteri7,ation  and  coronary 
angiography  were  performed.  A fifty  per  cent 
obstruction  was  found  in  the  mid  right 
coronary  artery  (Fig  2A),  which  was  partially 
relieved  by  sublingual  nitroglycerin  (Fig  2B). 
The  left  coronary  artery  and  its  branches 
were  normal.  The  patient  was  treated  with 
isosorbide  dinitrate,  sublingual  nitroglycerin, 
and  propranolol  40  mg  every  6 hours.  Over 
the  next  few  days  several  episodes  of  chest 
pain  occurred,  which  were  finally  controlled 
when  the  dose  of  propranolol  was  increased. 
Ihe  patient  was  discharged  on  propranolol 
70  mg  every  6 hours  and  isosorbide  dinitrate 
5 mg  every  4 hours  while  awake.  In  the 
subsequent  four  years  the  patient  has  been 
practically  asymptomatic  on  this  regimen. 

CASE  2 (H.D.  RGH  NO  1618016).  This 
forty  year  old  white  man  also  presented  with 
chest  pain  and  syncope.  Seven  weeks  prior  to 
admission  he  experienced  a brief  episode  of 
retrosternal  chest  pressure  and  dizziness  for 


the  first  time,  occurring  at  rest.  Ihree  weeks 
later  another  brief  rest  episode  occurred. 
Ideven  days  prior  to  admission  while  walking 
down  a street  he  experienced  substernal  chest 
pain  and  dizziness,  and  lost  consciousness. 
Two  days  later  alter  awakening  from  sleep  at 
two  AM  the  same  symptoms  recurred.  On  the 
day  before  admission  the  symptoms  recurred 
and  the  patient  was  seen  in  the  emergency 
room.  Since  the  1: 1 e c t r o c a r d i o - 
gram  (EC(i)  was  normal  the  patient  was  sent 
home.  On  the  day  of  admission  the  patient 
awoke  with  the  same  symptoms  and  again 
fainted.  He  returned  to  the  emergency  room. 
While  being  monitored  he  developed  an 
episode  of  chest  pain  associated  with  S-'l 
segment  elevation  follow'ed  by  complete  A-V 
block,  which  progressed  to  ventricular 
tachycardia  and  ventricular  fibrillation.  The 
arrhythmia  reverted  spontaneously  to  normal 
sinus  rhythm. 


Figure  2 A.  Spasm  of  the  proximal  right  coronary 
artery  during  cardiac  catheterization 
was  associated  with  chest  pain. 


Figure  2 B.  Note  partial  resolution  of  spasm  after 
administration  of  sublingual 
nitroglycerin. 
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Physical  examination  was  unremarkable. 
The  resting  ECG  was  normal,  but  marked  S- 
T elevation  in  the  inferior  leads  was  noted 
during  periods  of  pain.  Later  that  day  when  the 
same  pattern  of  pain  and  A-V  block  recurred,  a 
temporary  pacemaker  was  inserted,  and  the 
patient  was  started  on  propranolol  and 
isosorbide  dinitrate.  During  the  next  four  days 
there  were  several  more  episodes  of  chest  pain. 
Ventricular  tachycardia,  A-V  block,  or  both 
occurred,  which  were  relieved  by  sublingual 
nitroglyeerin.  The  dose  of  propranolol  was 
progressively  increased  to  60  mg  every  6 hours, 
but  the  episodes  persisted.  Cardiac 
catheterization  with  coronary  angiography 
was  performed.  While  the  catheter  was  in  the 
left  ventricle,  the  patient  developed  chest  pain 
which  was  associated  with  S-T  elevation  (Fig 
3),  A-V  block,  and  ventricular  tachycardia. 
The  symptoms  and  ECG  abnormalities 
subsided  with  nitroglycerin  administration. 
Coronary  angiography  done  while  the  patient 
was  pain  free  showed  a tapered  eccentric 
narrowing  of  less  than  fifty  per  cent  in  the 
proximal  right  coronary  artery,  which  per- 
sisted despite  nitroglyeerin.  On  the  next  day 
during  permanent  pacemaker  insertion 
several  short  runs  of  ventricular  tachycardia 
occurred.  Propranolol  was  increased  to  80  mg 
4 times  daily.  Subsequent  monitoring  showed 
no  arrhythmias.  The  patient  was  discharged 


Figure  3 Marked  S-T  segment  elevation  in  monitor 
lead  II  is  seen  associated  with  chest  pain 
during  cardiac  catheterization. 


on  the  same  dosage  of  propranolol  and  also 
nitroglycerin  as  necessary  with  a permanent 
paeemaker  in  place.  Several  months  after 
hospitalization  the  patient  tapered  the 
propranolol  to  a minimal  dose  on  his  own  and 
has  remained  symptom-free  for  three  years. 
We  plan  to  discontinue  his  drugs  soon. 

Discussion 

In  the  nearly  twenty  years  since  Prinzmetal 
published  his  original  observations  on  variant 
angina  pectoris,  apparently  conflicting  data 
have  been  reported  regarding  the  etiology  and 
therapy  of  this  disorder.  Prinzmetal  originally 
described  anginal  pain  occurring  without 
exertion  associated  with  transient  S-T  segment 
elevation,  at  times  accompanied  by  a variety  of 
arrhythmias,  all  of  which  subsided  after  the 
resolution  of  pain.  Prinzmetal  postulated  that 
variant  angina  pectoris  resulted  from  spasm  of 
a large  atherosclerotic  coronary  arterv'. 

A number  of  observations  have  been  made 
on  variant  angina  pectoris  since  this  original 
description.  Most  observers  agree  that 
coronary  artery  spasm  is  important  in  the 
pathophysiology  of  the  syndrome,  and  that  the 
presence  of  fixed  coronary  obstruction  is 
variable-  In  a study  of  twenty-nine  patients, 
spasm  was  identified  angiographically  in 
normal  appearing  coronary  arteries  in  seven 
patients  and  in  arteries  with  varying  degrees 
of  obstruction  in  the  other  twenty-two 
patients^.  Among  the  angiographic 
features  were  areas  of  spasm  which  changed  in 
configuration  and  extent  and  which  were 
usually  relieved  by  nitroglycerin.  Single  vessel 
obstruction  was  common.  The  development  of 
collaterals  was  rare.  It  has  been  suggested  that 
the  transient  ischemia  of  variant  angina 
pectoris  would  not  promote  collaterals^ 

Although  coronary  artery  spasm,  whether 
associated  with  otherwise  normal  coronary 
arteries  or  not,  is  well  documented  in  variant 
angina  pectoris,  the  precipitating  causes  are 
not  well  understood,  and  a variety  of  factors 
have  been  implicated.  It  is  recognized  that  a 
tactile  stimulus  such  as  a catheter  can 
artifically  produce  vasospasm^  yet 
spontaneous  coronary  artery  spasm  has  been 
seen  angiographically  without  any  apparent 
stimulus^.  Withdrawal  from  industrial 
exposure  to  nitroglycerin  has  been  implicated 
as  a cause  of  delayed  reactive  coronary  artery 
spasm'^. 
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In  contrast  with  typical  angina  pectoris, 
however,  an  increase  in  heart  work  load  in 
variant  angina  pectoris  does  not  appear  to  be 
as  important  a precipitating  factor.  In  a series 
ol  twenty-six  episodes  of  spontaneous  angina 
in  live  patients,  in  no  instance  was  the  onset  of 
S- 1 elevation  preceded  by  increases  in  heart 
rate,  systolic  blood  pressure,  or  dp/dt*^.  In 
another  study  the  left  ventricular  pressure-time 
index  did  not  increase  before  or  during  attacks 
of  variant  angina  pectoris'*. 

Various  types  of  vasoactive  drugs  have  been 
used  experimentally  to  induce  coronary 
vasospasm,  including  ergot  alkaloids,  which 
have  a direct  constrictor  action  on  arterial 
smooth  muscle"’,  and  methacholine,  a 
parasympathomimetic  agent  which  results  in 
coronary  vasospasm  in  both  dogs"  and  man'-. 
Ihe  effect  of  catecholamines  and  of  adrenergic 
receptor  blockade  has  been  tested  in  animal 
models.  In  isolated  perfused  canine  coronary 
arteries  the  smooth  muscle  of  small  coronary 
vessels  was  relaxed  by  both  norepinephrine 
and  epinephrine,  and  large  coronary  artery 
muscle  was  either  contracted  or  relaxed. 
During  beta  adrenergic  receptor  blockade  with 
nethalide  small  vessels  did  not  react  to  the 
catecholamines  or  only  contracted  slightly,  but 
large  vessels  contracted  strongly.  The  authors 
conclude  that  the  effect  of  catecholamines  is 
via  beta  receptors  and  that  beta  blockade 
should  cause  vasoconstriction  in  major 
coronary  arteries'-^  In  another  study  done  on 
intact  dogs  the  coronary  vasoconstrictor  effect 
of  dopamine  was  found  to  be  blocked  by 
phenoxybenzamine,  an  alpha  receptor 
blocker,  but  persisted  during  beta  receptor 
blockade''*. 

Patients  with  recurrent  attacks  of  variant 
angina  pectoris  also  have  been  challenged  with 
catecholamines.  Attacks  of  variant  angina 
pectoris  were  induced  with  subcutaneous 
epinephrine  (0.7mg)  in  two  patients.  Prior 
administration  of  oral  phenoxybenzamine  ( 10 
mg)  prevented  the  attack  in  one  patient,  but 
propranolol  failed  to  do  so  in  both  cases'-\ 

In  four  patients  pretreated  with  propranolol 
(40  mg)  subcutaneous  epinephrine  (0.7  mg) 
produced  variant  angina  pectoris,  and 
angiographic  studies  confirmed  coronary 
artery  spasm  during  these  episodes'^.  A ninety 
per  cent  narrowing  of  the  right  coronary 
artery,  found  during  cardiac  catheterization, 
was  reversed  with  phentolamine,  an  alpha 


receptor  blocker,  in  a patient  with  angina  both 
at  rest  and  during  exercise.  Long-term 
phenoxybenzamine  treatment  resulted  in 
improved  exercise  tolerance,  but  did  not 
improve  angina  at  rest'L 

It  would  appear  from  these  studies  that 
alpha  adrenergic  mediated  coronary  spasm 
may  be  responsible  for  at  least  some  cases  of 
variant  angina  pectoris  and  that  beta  blockade 
might  therefore  release  alpha  adrenergic 
receptors  and  worsen  or  precipitate  coronary 
spasm.  It  is  not  surprising,  therefore,  that  the 
use  of  beta  blockers  in  the  treatment  of  variant 
angina  pectoris  has  been  discouraged"'  ''*. 

However,  studies  in  man  have  yielded  no 
evidence  that  propranolol  alone  can  cause  an 
increase  in  coronary  resistance^'’. 
Furthermore,  there  is  no  assurance  that 
pharmacologically  induced  spasm  is  similar  to 
spontaneous  spasm^'. 

Our  two  patients  had  dramatic  and  effective 
relief  of  symptoms  of  variant  angina  pectoris 
with  the  use  of  propranolol,  and  the  first 
patient  had  no  relief  after  alpha  receptor 
blockade.  To  our  knowledge  there  is  only  one 
clinical  study  available  in  which  the 
investigators  examined  the  effect  of  beta 
blockade  in  large  doses  in  a significant  number 
of  patients  with  variant  angina  pectoris. 
Guazzi  et  aP-  evaluated  fifteen  patients  with 
variant  angina  pectoris.  Beta  blockade  was 
fully  effective  in  relieving  symptoms  in 
seventy-three  per  cent  of  cases;  in  each  of  the 
responders  angina  reappeared  after 
replacement  of  propranolol  with  placebo. 
These  results  are  in  contrast  with  the  findings 
of  others  who  reported  failure  with 
propranolol-  " However,  in  these  latter 
cases  the  daily  dose  was  either  moderate  or  not 
reported.  Guazzi  et  al  consistently  used  doses 
of  propranolol  of  at  least  160  mg  a day  in  all 
successful  cases  and  as  high  as  480  mg  a day  in 
some  patients--.  The  patients  whom  we  have 
reported  were  successfully  treated  only  when 
the  propranolol  dose  reached  280  mg  a day. 

Much  of  the  confusion  and  controversy  over 
the  treatment  of  variant  angina  pectoris  results 
from  the  fact  that  patients  with  the  clinical 
diagnosis  of  variant  angina  pectoris  have 
markedly  varying  degrees  of  coronary  artery 
obstruction.  In  both  of  our  patients  only  a mild 
to  moderate  degree  of  fixed  coronary  artery 
disease  was  demonstrated.  Coronary  spasm 
was  identified  angiographically  in  our  first 
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patient  and  is  presumed  to  be  the  cause  of 
myocardial  ischemia  in  the  second  patient. 
Studies  cited  have  also  shown  patients  with 
variant  angina  pectoris  who  have  normal 
coronary  arteries  and  patients  with  moderate 
and  severe  degrees  of  coronary  obstruction. 
The  mechanism  by  which  beta  receptor 
blockers  prevent  symptoms  in  variant  angina 
pectoris  is  unknown^'.  As  is  demonstrated  by 
our  second  patient,  who  after  several  months 
tapered  his  propranolol  by  himself,  the  course 
of  variant  angina  pectoris  may  be 
unpredictable,  and  therapy  should  be 
reevaluated  periodically. 

Conclusion 

We  do  not  propose  that  these  two  cases 
represent  definitive  evidence  that  propranolol 
should  now  be  considered  as  standard  therapy 
for  variant  angina  pectoris.  However,  until  the 
pathophysiology  of  variant  angina  pectoris  is 
elucidated,  the  therapy  will  remain  empirical, 
and  beta  blockers  could  be  considered  if 
standard  therapy  fails. 
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Pneumonia  In  Multiple  Myeloma: 
A Case  Report 


Initial  High  Doses  Of  Antimicrobials 
Appear  To  Be  Indicated  For  Pneumonia 
Complicating  Myeloma 


By  Alan  B.  Weitberg,  M.D. 
Charles  Diskin,  M.D. 


59  year  old  man  presented  with 
pneumonia,  leukopenia,  and  anemia. 
Multiple  myeloma  was  diagnosed  by  bone 
marrow  aspiration  and  serum  immunoelec- 
tro-phoresis.  Streptococcus  pneumoniae  was 
recovered  from  the  sputum  by  transtracheal 
aspiration,  but  the  patient  responded 
clinically  only  when  high  doses  of  penicillin 
were  given. 

This  paper  reviews  patterns  of  infection  in 
multiple  myeloma,  the  immunology  of  this 
disease,  and  current  guidelines  for 
antimicrobial  therapy.  We  suggest  that 
aggressive  efforts  should  be  instituted  to 
diagnose  the  underlying  disease  and  isolate 
the  pathogenic  organism  and  that  perhaps 
higher  doses  of  antibiotics  should  be  used 
initially  to  control  the  infection,  reduce 
mortality,  and  possibly  decrease  the  rate  of 
recurrence. 


ALAN  B.  WEITBERG,  M.D.,  presently  a 
Junior  Resident  at  Roger  Williams  General 
Hospital,  Providence,  Rhode  Island 
CHARLES  DISKIN,  M.D.,  Intern  at  Roger 
Williams  General  Hospital,  Providence, 
Rhode  Island 


Case  Report 

A 59  year  old  Caucasian  man  was 
admitted  with  a chief  complaint  of  vomiting, 
shortness  of  breath,  and  pleuritic  chest  pain 
of  three  days’  duration.  He  denied  prior 
respiratory  symptoms,  sputum  production, 
orthopnea,  or  homoptysis.  One  day  prior  to 
admission  he  developed  a fever  to  102°  F 
associated  with  cough,  but  no  chills. 

On  the  evening  prior  to  admission  the 
dyspnea  increased.  He  complained  of 
weakness  and  lethargy  associated  with  a 
twelve  pount  (5.4Kg)  weight  loss  over  the 
preceding  year.  He  denied  night  sweats, 
anorexia,  or  exposure  to  tuberculosis.  His 
past  medical  history  and  family  history  were 
unremarkable.  Social  history  revealed  a 
moderate  alcoholic  intake  with  no  significant 
smoking  history. 

On  physical  examination  the  patient’s 
temperature  was  38. C orally,  blood 
pressure  was  150/90  mm  Hg,  pulse  was  98 
beats/minute  and  regular,  and  the 
respiratory  rate  was  28  breaths/ minute  and 
regular.  He  was  a pale,  59  year-old  man  in 
moderate  respiratory  distress.  Fundoscopic 
examination  revealed  mild  arteriolar 
narrowing.  A 1 x 1 centimeter,  soft,  movable 
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node  was  palpated  in  the  right 
supraclavicular  area.  Scattered  rhonchi  were 
audible  anteriorly  and  posteriorly  on 
auscultation  of  the  chest  as  well  as  decreased 
breath  sounds  and  dullness  to  percussion 
over  the  lower  half  of  the  right  chest 
posteriorly.  Also  noted  was  a shallow,  soft, 
nontender  suprasternal  mass.  The  point  of 
ma.\imal  impulse  was  not  displaced,  but  the 
heart  sounds  were  difficult  to  appreciate  due 
to  the  intensity  of  the  rhonchi.  Abdominal 
examination  revealed  a firm,  smooth  liver 
edge  13  centimeters  below  the  costal  margin 
in  the  right  midclavicular  line.  The  spleen 
was  not  palpable  , and  bowel  sounds  were 
normal.  There  was  no  clubbing  of  the  fingers 
or  edema  of  the  extremities,  and  the 
neurological  and  rectal  examination  revealed 
no  abnormalities. 

Initial  laboratory  data:  The  chest  x-ray 

study  revealed  a consolidative  process 
involving  the  right  middle  and  lower  lobes 
and  multiple  lytic  lesions  in  the  clavicles, 
scapulae,  and  ribs  (Fig.  1).  The 
electrocardiogram  was  unremarkable. 
Arterial  blood  gases  on  room  air:  pH  7.50, 
p02  51  mm  Hg,  pC02  20  mm  Hg,  and  88.5 
per  cent  saturation.  The  total  white  blood 
count  was  3,200/ mm3  with  56  per  cent 
bands,  26  per  cent  polymorphonuclear 
leukocytes,  14  per  cent  lymphocytes,  2 per 
cent  monocytes,  1 myelocyte,  and  1 


Figure  1 Chest  X-ray  showing  a consolidative  process 
in  the  right  middle  and  lower  lobes  and 
multiple  lytic  lesions  in  the  areas  described. 


metamyelocyte.  Moderate  rouleaux 
formation  was  noted.  Serum  electrolytes 
were  as  follows:  sodium  122  mEq/T.  Serum 
glucose  was  1 10  mg  per  cent  and  the  BUN 
was  34  mg  percent.  The  hemoglobin  was  9.3 
per  cent  and  the  hematocrit  was  27.6  per  cent 
with  normochromic,  normocytic  red  blood 
cells  on  peripheral  smear. 

Hospital  course:  Due  to  the  possibility 

of  infection  in  a compromised  host,  a 
transtracheal  aspiration  was  performed  on 
the  night  of  admission,  which  revealed  gram- 
positive diplococci  and  a moderate  number 
of  polymorphonuclear  leukocytes.  Penicillin 
G 600,000  units  was  administered 
intravenously  every  six  hours  coupled  with 
aggressive  respiratory  therapy.  On  the 
following  morning  a bone  marrow  biopsy 
and  aspiration  were  performed,  which 
revealed  a diffuse,  moderate  increase  in 
plasma  cells  highly  suggestive  of  multiple 
myeloma  (Fig.  2).  Serum  protein 
electrophoresis  on  a total  serum  protein  of 
10.5  per  cent  revealed  an  elevated  gamma 
globulin  fraction  of  4.3  per  cent  (normal  .7- 
1.7  per  cent).  Serum  and  urine 
immunoelectro  phoresis  revealed  an 
IgG/kappa  light  chain  monoclonal  pattern 
with  the  serum  IgG  level  being  6472  mg  per 
cent  (normal  710-1540  mg  per  cent)  and  no 
Bence  Jones  proteinuria.  The  erythrocyte 
sedimentation  rate  was  145,  serum  viscosity 


Figure  2 Bone  marrow  aspirate  showing  plasma  cell 
hyperplasia.  fl&E,  magnification  25X. 
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Figure  3 Chest  X-ray  revealing  new  infiltrative 
process  in  the  left  lower  lung  field. 


was  1.9,  and  cryoglobulin  determination  was 
negative.  By  the  second  hospital  day  three 
blood  cultures  were  growing  Streptococcus 
pneumoniae. 

By  the  fifth  hospital  day  the  patient’s 
temperature  was  still  elevated  at  38.5°  C 
with  a total  white  blood  count  of 
1 3,500/ mm-^  and  several  plasma  cells  on 
peripheral  smear.  Chest  x-ray  film  revealed 
minimal  resolution  of  the  consolidative 
process  on  the  right  and  a new  infiltrative 
process  involving  the  left  lower  lung  field 
(Fig.  3).  A second  transtracheal  aspiration 
was  performed  on  the  seyenth  hospital 
day,  which  revealed  few  polymorphonuclear 
leukocytes  and  no  organisms.  At  this  point, 
the  penicillin  dosage  was  increased  to  1.5 
million  units  intravenously  every  six  hours, 
and  the  patient’s  temperature  declined  to 
normal  over  the  next  forty-eight  hours.  By 
the  tenth  hospital  day,  the  chest  x-ray  film 
showed  partial  resolution  of  the  inflamma- 
tory process  in  both  lung  fields  (Fig.  4.).  A 
bone  survey  revealed  multiple  lucent  lesions 
in  the  tubular  and  flat  bones,  and 
tomograms  of  the  mediastinum  demonstrated 
a large  destructive  mass  in  the  sternum. 

The  patient  remained  afebrile  and  was 
much  improved  clinically.  At  the  end  of  three 
weeks  of  hospitalization  a regimen  of 
Alkeran®  10  mg  and  prednisone  20  mg  each 
day  for  five  days  was  initiated  to  be  repeated 
every  four  weeks. 


Discussion 

Infection  is  a common  complication  of 
multiple  myeloma,  most  frequently  involving 
the  lower  respiratory  tract  where  the 
pneumococcus  is  most  prevalent,  although  it 
has  been  shown  that  the  number  of  hospital 
acquired  gram-negative  infections  has  risen 
sharply  since  1963.'  Twomey  demonstrated 
that  the  annual  infection  rate  in  myeloma 
patients  was  fifteen  times  higher  and 
contributed  more  significantly  to  mortality 
than  in  a control  group.'  In  another  series  7 
of  I I infected  myeloma  patients  with 
bacteremia  and  6 of  15  patients  without 
bacteremia  died  of  their  infection  despite 
antibiotic  therapy  with  previously  effective 
dosages. 2 

Further,  Glenchur  in  reviewing  51  cases  of 
multiple  myeloma  noted  that  6 percent  of 
patients  presented  with  pneumonia  as  their 
primary  complaint  and  that  55  per  cent  of 
patients  had  one  or  more  episodes  of 
pneumonia  during  the  course  of  their 
disease.^  Similarly,  Zinneman  reported  44 
episodes  of  pneumonia  in  10  myeloma 
patients  and  noted  that  the  rate  of  infection 
as  well  as  the  recurrences  of  pneumonia 
occurred  regardless  of  the  myeloma  pattern.^ 

Immunologic  data  have  clarified  the 
reasons  for  increased  morbidity  and 
mortality  resulting  from  infections  in 
myeloma  patients.  First,  it  has  been  shown 
that  these  patients  exhibit  a poor  antibody 


Figure  4 Chest  X-ray  showing  partial  resolution  of 
the  inflammatory  process  in  both  lung 
fields. 
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response  to  antigenic  stimulation. ^ This  has 
been  explained  by  decreased  antibody 
synthesis  and  increased  antibody  catabolism 
in  the  various  types  of  myeloma.  In  9 - 
myeloma,  the  half-life  of  normal  6.6S  9 - 
globulin  is  reduced  from  23  to  11-16  days. 
Conversely  in  macroglobulinemia,  Bence 
Jones  Myeloma,  and  fi  -myeloma  the  half- 
life  is  increased  to  30.5  days,  but  the 
synthetic  rate  is  decreased  from  .036  to  .024 
gm  kg/day.^  Accordingly,  Fahey,  in  studying 
46  patients  with  macroglobulinemia,  and 
Bence  Jones,  P,  and  9 -myelomas,  found  an 
inverse  relationship  between  the  antibody 
response  and  infection  rate  compared  to  a 
control  hospital  population. ^ 

Secondly,  the  increased  serum  globulins  in 
multiple  myeloma  differ  from  normals  by 
chemical,  physical,  and  immunochemical 
standards,  and  the  levels  of  normal  gamma 
globulin  components  have  been  shown  to  be 
lower  in  these  patients. ^ These  data  indicate 
that  the  increased  rate  of  infection  is  related 
to  plasma  cell  dysfunction  characterized  by 
decreased  antibody  response,  production  of 
immunologically  incompetent  anomolous 
protein,  and  low  levels  of  normal  globulin 
components. 

From  the  foregoing  discussion  the  need  for 
early  identification  of  the  myeloma  patient 
and  pathogenic  organisms  causing  infection 
and  prompt  initiation  of  antimicrobial 
therapy  become  readily  apparent.  Our 
patient  presented  with  pneumonia,  but 
certain  aspects  of  the  history  and  laboratory 
examinations  alerted  us  to  the  possibility  of 
an  underlying  malignant  condition  and 
multiple  myeloma  in  particular.  In  the  face 
of  infection  it  becomes  urgent  to  establish  the 
diagnosis.  Although  bone  pain  frequently  is 
an  initial  symptom,  by  the  time  it  appears  the 
disease  usually  is  far  advanced.  Infection  may 
be  an  early  complication  of  multiple 
myeloma,  as  it  has  been  shown  that  the 
immune  system  is  depressed  in  rats  within 
one  month  of  the  transplantation  of 
plasmacytomas.^  Similarly,  weakness  and 
fatigue  together  with  anemia  were  present 
initially  in  two-thirds  of  myeloma  patients  in 
a large  Mayo  Clinic  study. ^ Our  patient 
exhibited  the  latter  finding.  Coupled  with  the 
roentgenographic  findings  it  prompted  an 
investigation  for  multiple  myeloma,  which 
was  documented  subsequently. 


As  already  stated,  some  authors  have 
noted  an  increasing  rate  of  gram-negative 
infections  in  these  patients.  Once  we  had 
established  that  our  patient  was  an 
immunologrcally  compromised  host,  it 
became  crucially  important  to  identify 
definitively  the  offending  organism.  For  this 
reason  a transtracheal  aspiration  was 
performed.  We  suggest  that  aggressive 
intervention  when  possible  be  instituted  to 
establish  a microbial  diagnosis. 

With  respect  to  antimicrobial  therapy,  this 
case  highlights  several  points.  In  previous 
studies  of  infections  in  general  and 
pneumonia  in  particular  in  myeloma 
patients,  the  mortality  rate  was  high  and  the 
recurrence  rate  increased,  often  with  the 
same  type-specific  organism,  in  spite  of  the 
use  of  standard  doses  of  antibiotics."* 
Zinneman  suggests  that  “the  failure  to 
develop  humoral  antibodies  may  prevent  the 
complete  elimination  of  pneumococci  in  spite 
of  penicillin  and  other  antibiotics. If  this  is 
the  case,  perhaps  higher  doses  of  antibiotics 
should  be  employed  initially  to  eradicate  the 
organism  and  decrease  the  rate  of  recurrence 
and  incidence  of  mortality.  Our  patient  did 
not  respond  clinically  to  a standard  dose  of 
penicillin,  and  in  fact  his  pneumonia 
progressed.  After  ruling  out  the  possibility  of 
superinfection,  the  pencillin  dosage  was 
increased,  resulting  in  a good  clinical  and 
roentgenographical  response.  It  will  be 
interesting  to  follow  this  patient  and  see  if  he 
has  a decreased  rate  of  recurrent  pneumonia. 

Summary 

The  increased  rate  of  infection  and 
mortality  associated  with  it  has  been  well 
documented  in  multiple  myeloma  patients. 
Immunologic  data  offer  the  best  explanation 
for  this  heightened  susceptibility. 
Accordingly,  we  have  presented  a case  which 
emphasizes  the  need  for  rapid  identification 
of  multiple  myeloma  in  a patient  presenting 
with  pneumonia. 

We  suggest,  in  the  absence  of  well- 
controlled  studies,  that  standard  doses  of 
antibiotics  may  not  be  adequate  to  achieve  a 
good  clinical  response  in  myeloma  patients 
with  pneumonia  and  that  perhaps  high  dose 
antimicrobial  therapy  should  be  employed 
initially  to  control  the  infection,  decrease 
mortality,  and  reduce  the  rate  of  recurrence. 
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ANSWERS  TO  DERMAQUIZ 


Left:  The  findings  of  telangiectases,  pustules  and 

enlargement  of  the  nose  in  adult  life  should  lead  to 
the  diagnosis  of  rosacea.  Early  treatment  would  have 
prevented  the  marked  deformity  evident. 

Right:  The  occurrence  of  telegiectatic  papules  on 
and  about  the  nose  with  onset  during  childhood, 
should  suggest  the  hereditary  disorder  known  as 
tuberous  sclerosis.  The  typical  triad  are  the  skin 
lesions,  mental  retardation  and  epilepsy. 
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Lihrax® 

Each  capsule  contains  5 mg  chlordia2epoxide  HCI 
and  2 5 mg  clidinium  Br 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows 

“PossibV  effective  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis 
Final  classification  of  the  less-than-etfective 
indications  requires  further  investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction:  hyper- 
sensitivity to  chlordiazepoxide  FICI  and/or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  {e  g , operating 
machinery,  driving)  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression,  suicidal  ten- 
dencies may  be  present  and  protective  measures, 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants:  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances 
Also  encountered  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction, 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment,  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets. 


ROCHE 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


^ Each  capsule  contains 
5 mg  chlordiazepoxide  HCl  and 
^2.5  mg  clidinium  Br 


^■|cations  in  providing 
|PfP_ibrium®  (chlordiaz- 
potent  antisecretory  and 
uarzan'^-'  (clidinium  Br)  for 
Sj^wei  syndrome*  and 


THREHN-ONE 
THERAPY 
AGAINST  TOPICAL 


Neosporin 

Ointment 


(Polymyxin  B-Badtracin-Neomycin 


Neomycin 

Staphylococais 

Haemophilus 

Klebsiella 

Aerobacter 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogen 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Escherichia 

Proteus 

Coryne  bacterium 

Streptococois 

Pneuruococais 


Staphylococais 

Corynebacterium 

Streptococcus 

Pnetimococais 


Pseudomonas 

Hacntophilus 

Klebsiella 

Aerobacter 

Escherichia 


In  vitro  overlapping  antibacterial  action  of 
Neosporin*  Ointment  (polymyxin  B-badtradn-neomydn). 


Burroughs  Wellcome  0 

Research  Triangle  Park 
North  Clarolina  27709 


Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 


Each  gram  contains  Aerosporin”  brand  Polymyxin  B 
Sulfate  5,0(X)  units:  zinc  bacitracin  400  units:  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base), 
special  white  petrolatum  qs:  In  tubes  of  i oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING;  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  If  the  patient  has  impaired  renal 
function  or  Is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  IS  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  In  mind  that  the  skin  Is 
more  liable  to  become  sensitized  to  many  substances. 
Including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  It  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycln- 
contalning  products,  periodic  examination  for  such 
signs  Is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-contalnlng  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
cepflble  organisms.  Including  fungi.  Appropriate  measure 
should  be  taken  If  this  occurs.  < 


ADVERSE  REACTIONS;  Neomycin  Is  a not  uncommon  ■ 
cutaneous  sensitizer  Articles  in  the  current  literature  I 
Indicate  an  Increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 


Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 

A brief  summary  follows: 

Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual, If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 

Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  l^utine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
regressive  renal  or  hepatic  dysfunction, 
yperkalemia.  Pre-existing  elevated  serum 
otassium.  Hypersensitivity  to  either  com- 
onent  or  other  sulfonamide-derived  drugs, 
arnings:  Do  not  use  potassium  supplements, 
ietary  or  otherw  ise,  unless  hypokalemia  develops 
r dietary  intake  of  potassium  is  markedly  impaired, 
f supplementary  potassium  is  needed,  potassium 
ablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
as  been  associated  with  cardiac  irregularities.  It  is 
ore  likely  in  the  severely  ill,  with  urine  volume 
ss  than  one  liter/day.  the  elderly  and  diabetics 
ith  suspected  or  confirmed  renal  insufficiency. 

’eriodically,  serum  K ' levels  should  be  deter- 
nined.  If  hyperkalemia  develops,  substitute  a 
iazide  alone,  restrict  K*^  intake.  Associated 
idened  QRS  complex  or  arrhythmia  requires 
rompt  additional  therapy.  1 hiazides  cross  the 
laccntal  barrier  and  appear  in  cord  blood.  Use 
pregnancy  requires  weighing  anticipated 
enefits  against  possible  hazards,  including 
tal  or  neonatal  jaundice,  thrombocytopenia,  other 
fverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
pear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
rsing.  Adequate  information  on  use  in  children  is  not  available, 
ecautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
portant  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 


FOR  LONG-TERM  CONTROL 
OF  hypertension! 

SERUM  K^AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K* 
frequently;  both  can  cause  retention  and 
elevated  serum  K^,  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dyazide’  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity. purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and.  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
nstitutional  use  only). 


► 


SK&F  CO.,  Carolina,  P.R.  00630 
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COLBY  PROCLAIMS 
WOMAN  SUFFRAGE 


Social  Security  Bill  Is  Signed, 
Gives  Pensions  to  Aged,  Job 


Signs  Certificate  of  Ratification 

at  His  Home  Without  Roosevelt  Approves  Message  Intended  to  Benefit  30,0 

Women  Witnesses.  Persons  When  States  Adopt  Cooperating  Laws-He 

the Measure^Cornerstone^of  His  Economic  Progn 


MILITANTS  VEXED  AT  PRIVACY. 


President  Hails  'Great 
Instrument  of  Peace/ 


The  Pre^identi,  speaking  in 
auditorimn  of  thiB  War  Memorial  • X. . 
Opera  House,  built  in  memory  of 
.,sons  of  the  Golden  Gate  city  who 
■ gave  their  lives  in  the  first  Worl«f- 
;Watw:  iii,_which  he  himself  servedj:=/^^M 
^ uneonsciousK 

; 'solemn  feeling.i 


i/tVASHlNGTON^an>  27, 
|973— “With  the  signing  of 


-ai 


She  peace  agreement  in 


laTON,  Au 


Wanted  Movies  of  Ceremony, 
Put  Both  Factions  Are 


SENATE  APPROVES 
18-YEAROLDVOTE 
INALLELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON, MarchlO, 
1971— The  Senate  approve^ 

\ A S0I: 


TED  NATIONS  CONFEREN 
TTHPLEA  TO  TRANSLAT 


CHARTER  INTO  DEEDS 


"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet' here  in  freedom  and 
safety  to  create  it.' 

"If  we  seek  to  use.it  selfishly —for 
ths  advantage  of  any  one  nation  or 
any  > small  group  of  nations— we 
shall  bo  'equafly  guilty  of  that  be-, 
tra3ral.*r  ‘ 


WASHINGTON,  Aug.  1 
The  Social  Security  Bill,  p 
a broad  program  of  unemi 
insurance  and  old  age  } 
and  counted  upon  to  hem 
20,000,000  persons,  becann 
day  when  it  was  signed  t 
dent  Roosevelt  in  the  pre 
those  chiefly  responsible 
ting  it  tl  rougl  ■< 

]\I  r.  >evelt  cal 
“the  - erstone 


>eins 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  ronsuwn  's  right  to  knoir  is  an  i> 
n ri'isiN(  and  desirable  trend  ot  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  nght  to  knoie  more  about  his 
or  her  presenption  niedieations.  ( >ne 
leay.  gaining  favor,  is  through  patient 
paekage  inserts.  Wisely  prepared  and 
properly  distributed  when  ntedieally  in- 
dieated.  they  eoidd  markedly  improve 
patient  knowledge  and  drug  therapy- 
laudable  goals  by  atiyime's  standards. 

The  FMA  endinses  these  goals  and 
will  work  with  government,  the  health 
professions  and  constoneis  to  aehieve 
them 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
g(N)d  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

lYoblems  like  these  might  arise 
less  often  if  the  patient  received  wnt- 
ten  information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them, when  inseils  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
uimplex  detail.  How  much  information 


is  enough’  How  can  it  be  kept  current’ 
Should  all  patients  receive  the  same 
information’  Should  inserts  be  in- 
cluded with  all  drugs’  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a "fair  balance" 
presentation  that  describes  usefulness 
as  well  as  drawbacks’ 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Gmgress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  infomiation 
system. 

The  Solution 

The  FMA  believes  that  carefully- 
devised  pilot  studies  of  vanous  kinds 
of  inserts  are  needed  They  should  be 
developed  and  implemented  with  full 
partiapation  by  doctors,  pharmaasts, 
ainsumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  dea- 
sions.  Otherwise,  people  with  less 
expenence  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care  It  could  make  a 
difference  in  your  practice  tomorrow  , 
and  more  importantly,  in  the  health 
of  your  patients. 
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Summit  Medical  Office  Building 

Now  Renting 

• LOCATED  IN  THE  MOST  DESIRABLE  AREA  OF  PROVIDENCE  WITH 
EASY  ACCESS  TO  ALL  HOSPITALS  AND  BUS  LINES 


• A 30,000  SQUARE  FOOT  BUILDING  WITH  ALL  MODERN  CONVENI- 
ENCES INCLUDING  CENTRAL  AIR  CONDITIONING  AND  ELEVATOR 


• ATTRACTIVE  ARRANGEMENTS  CAN  BE  MADE  TO  DEFRAY  START- 
UP COSTS  FOR  NEW  PRACTITIONERS 


PLEASE  CALL 


Firmin  P.  Reed 

Telephone:  (401)  253-5035 
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SUICIDES  BY  YOUTHS 


Suicide  is  a major  problem  and  in  our 
culture  it  is  becoming  increasingly  worse.  Not 
infrequently,  especially  in  the  young,  the  act  of 
suicide  is  meant  as  an  act  against  a person  to 
whom  one  has  highly  ambivalent  feelings  of 
love  and  hate,  which  get  expressed  in  a self- 
destructive manner.  A planned  suicide  is 
especially  ominous.  1 recall  a male  youth  in 
his  early  twenties  who  was  very  depressed 
“over  a turn  of  events”  in  a love  relationship 
and  planned  with  the  utmost  detail  how  he 
would  do  himself  in  by  “gas”ing  himself  at  a 
time  when  his  friend  would  be  away  for  the 
weekend.  After  locking  all  doors,  plugging  all 
orifices  in  the  apartment,  he  took  an 
overdose  of  hypnotics  and  turned  on  the  gas 
stove.  His  roommate  came  back  from  a 
weekend  sabbatical  prematurely  and  saved 
the  patient  from  what  was  imminent  death. 

The  medical  literature  is  voluminous  about 
different  medical  and  therapeutic  techniques 
— crisis  intervention  and  prevention  plans. 


most  of  which  have  to  do  with  establishing 
good  rapport,  working  with  “significant 
others”  involved  in  the  person’s  life,  and 
focusing  on  reduction  of  the  person’s 
“lethality”  during  crisis.  The  whole  subject  is 
awesome  and  almost  overwhelming, 
especially  the  rising  incidence  of  suicide  by 
youths.  My  own  professional  experience  has 
taught  me  that  the  very  young  often  see 
death  as  something  very  remote  and  certainly 
not  final.  T.V.  and  other  media  seem  to  be 
feeding  into  their  fantasies  and  either  directly 
or  indirectly  giving  them  permission  to  turn 
violence  inward  and 'or  outward.  Perhaps  if 
the  caring  professions  work  together  as  a 
team  in  a primary  prevention  manner, 
emphasizing  the  value  of  life  with  its 
alternatives  other  than  death,  particularly  in 
the  most  vulnerable  — depressives, 
alcoholics,  youths  — then  we  may  be  able  to 
make  a contribution. 

Peter  P.  Reilly,  MD 


CIMETIDINE  AND  STRESS  ULCERATIONS 


Cimetidine,  an  H2  receptor  antagonist, 
has  been  an  important  addition  to  the 
armamentarium  available  for  the 
management  of  peptic  ulcer.  Since  neither  its 
full  potentialities  or  limitations  can  yet  be 
fully  gauged,  every  new  observation  is  of 
interest. 

Acute  gastric  ulcerations  caused  by  stress 
have  been  a serious  and  troublesome 
problem,  and  they  appear  to  be  occurring 
with  increasing  frequency.  Advances  in  the 
treatment  of  the  severely  ill  have 
compounded  the  problem  of  bleeding  from 
stress  ulcers,  whether  from  severe  trauma, 
sepsis,  jaundice,  shock,  burns,  head  injury,  or 
severe  pulmonary  insufficiency.  Ulcerations 
may  develop  in  up  to  100  per  cent  of  such 


patients,  with  significant  hemorrhage 
occurring  in  5 to  15  per  cent,  and  a mortality 
of  more  than  50  per  cent  in  those  with 
massive  bleeding.  The  mechanism  of  stress 
ulcers  is  still  not  clearly  defined,  but  the  news 
of  a likely  remedy  is  welcome  indeed. 

Strauss  et  al'  in  controlled  experiments  in 
rats  produced  stress  ulcerations  by  a 
combination  of  cold  and  restraint.  This 
regime  produced  an  increase  in  gastric  acidity 
and  the  appearance  of  multiple  stomach 
ulcerations.  The  cimetidine  was  introduced 
intraorally  in  various  treatment  regimes  using 
the  drug  prophylactically.  The  drug  used  in 
this  way  prior  to  the  onset  of  stress  and 
sacrifice  resulted  in  a significant  reduction  in 
the  incidence  of  gastric  ulceration.  The  effect 
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NOW 

I a two-piece  14oz.  can 

feMfSoyalac 
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A two-piece  can 
means  no  soldered 
seam.  No  solder  means 
no  possibility  of  lead 
contamination  from  the 
container.  Soyalac  is  the 
first  infant  formula  with  this 
packaging  innovation. 

There  are  improvements,  too, 
in  the  formulation.  Soyalac  now  has 
25%  more  iron  than  known  competitive 
hypoallergenic  milk -free  formulae.  In  fact, 
the  entire  formula  has  been  slightly  modi- 


fied to  reflect  the  cur- 
rent U.S.  RDA  levels 
set  by  the  Food  and 
Drug  Administration. 
Soyalac — formula  for 
infants  on  regular  feed- 
ing and  for  those  who  re- 
quire milk-free  diets;  concen- 
trate and  single  strength,  ready- 
to-use.  Made  from  the  whole  soybean. 
I-Soyalac  concentrate,  made  from  soy 
isolate,  with  no  soy  carbohydrates  and  no 
corn  products. 


For  detailed  information  and  samples  call  or  write: 


Western  U.S. 

LOMA  LINDA  FOODS 
11503  Pierce  Street 
Riverside.  CA  92515 
(714)  785-2444 


Eastern  U.S. 

LOMA  LINDA  FOODS 
13246  Wooster  Road 
Mount  Vernon.  OH  43050 
(614)  397-7077 


■I 


was  measurably  greater  than  that  produced 
by  antacids. 

The  authors  have  not  yet  tried  the  drug  in 
clinical  cases,  but  purpose  to  do  so  in  the 
near  future. 

Delaney, 2 however,  has  reported  the  use  of 
intravenous  cimetidine  in  an  uncontrolled 
series  of  fourteen  patients  manifesting 
massive  bleeding  from  hemorrhagic  gastritis. 
The  patients  bled  an  average  of  7000  ml  of 
blood  prior  to  treatment,  and  thus,  according 
to  the  authors,  served  as  their  own  controls. 
They  had  previously  been  subjected  to  a 
variety  of  treatments  for  the  bleeding 
involving  antacids  and  intraarterial  pitressin. 
Four  of  the  cases  had  been  operated  upon  to 
stop  the  bleeding,  but  continued  to  bleed 
massively.  Of  the  fourteen  patients,  ten 
stopped  bleeding  and  did  not  bleed  again, 
two  stopped  bleeding  but  bled  again,  and  two 
continued  to  bleed,  a complete  success  in  10 
of  14  refractory  cases. 

It  would  thus  appear  that  we  have  on  the 
horizon  an  effective  prophylactic  and 
treatment  preparation  with  which  to  control 
an  harrassing  complication  of  the  desperately 
ill. 


Your  Patient  Deserves  a Specialist 


RECOMMEND 
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WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston, 

L (401)  781-2166 
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Selling  Office  Equipment? 
Advertise  in  the  R.I.  Medical  Journal 


JOHNSON  BOAT  YARD 

WICKFORD,  R.I. 

885-2690 


mcrrcunY 

OUTBOARDS 


PENN  YAN  • WELLCRAFT 
and  MARQUIS  BOATS 


CAPE  COD:  FALMOUTH-FOR  SALE 

INCOME  PROPERTY  OR  HOME  & OFHCE 

Physician's  handsome,  architect-designed, 
3-bedroom  Contemporary.  Nestled  high  on 
wooded,  private  acre  in  choice  residential 
neighborhood.  Beautiful  winterview  of  Woods 
Hole  harbor.  Plus  5-room  Doctor's  suite 
adjoining  with  $4,500  income.  Use  home  & 
suite  as  income  properties  or  move  your 
practice  to  the  seashore.  A sound  investment 
for  your  1978  cash  flow! 

Harold  F.  Bach,  R.E.,  (617)  540-0707. 


REAL  ESTATE:  Warwick 

Three  family  house;  large  rooms;  situated 
on  16,000  sq.  ft.  corner  lot,  minutes  to  route 
95  ramps;  in  excellent  condition,  with  beautiful 
grounds;  high  traffic  count;  ample  offstreet 
parking;  near  RIGA  and  Warwick  Emergency; 
owner  asking  $75,000. 

If  interested,  call: 

739-2314 


April.  1978 
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MALPIUGTBE 

QUESnONS 

Depend  on  Starkweather  & Shepley 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & ShepleyiNc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


How  to  succeed  in  business 
without  leaily  buying. 


Today  there  are  a lot  of  successful  busi- 
nessmen who  are  leasing  their  equipment 
instead  of  buying  it. 

And  for  a lot  of  sound  reasons. 

For  example,  leasing  can  improve  your 
cash  flow.  Because  there's  no  down  pay- 
ment when  you  lease.  And  the  repayment 


Mail  to:  Citizens  Leasing  Corporation, 

870  Westminster  St. 

Providence,  R.l.  02902. 

Please  send  me  your  Equipment  Leasing  Booklet. 

Name 

Firm 

Address 

City/Town 


I State  Zip  I 

I I 
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terms  can  often  be  longer  than  other  conven- 
tional ways  of  financing. 

And  normally,  at  the  end  of  a lease  term 
you  have  the  choice  of  purchasing  or  return-  ' 
ing  the  equipment.  ! 

In  addition,  most  businesses  have  other 
unique  individual  considerations  which  make  ■ 
equipment  leasing  particularly  attractive. 

Let  us  help  you  explore  how  a Citizens 
Equipment  Lease  can  provide  you  with  addi-  , 
tional  benefits. 

For  a free  informative  booklet  on  Equip-  , 
ment  Leasing  just  mail  the  coupon,  or  call  j 
Robert  Nelson  at  351-5800,  Ext.  431 . : 

Citizens  Leasing  Corporation 

an  attiliate  of  Citizens  Bank  ^ 

I 

CITIZENS  BANK  | 

We  try  to  do  things  your  way  | 

Member  EDIC ' 

I 

Rhode  IslandMedical  Journai' 


Guest  Editorial 


HOSPITAL  PRIVILEGES  FOR  FAMILY  PHYSICIANS 


The  recognition  of  Family  Practice  as 
the  latest  specialty  in  Medicine  has  resulted 
in  considerable  misunderstanding.  In  many 
parts  of  the  country,  there  has  been  much  in- 
hospital  fighting  concerning  privileges  for  the 
man  trained  in  the  specialty  of  Family 
Practice. 

The  many  medical  schools  and  hospitals 
which  have  established  residency  programs  in 
this  new  specialty  have  a moral  commitment 
to  these  young  physicians  to  support  them  in 
gaining  admission  and  privileges  to  hospital 
staffs. 

The  sudden  governmental  withdrawal  of 
funds  for  fellowships  and  other  residency 
programs  and  the  marked  emphasis  on 
family  practice  and  primary  care  forced 
many  institutions  to  undertake  a family 
practice  program.  However,  some  of  these 
institutions  are  now  confronted  with  these 
graduates  who  wish  hospital  privileges 
where  the  family  physician  has  not  been 
admitted  before.  These  same  institutions 
which  have  trained  these  men  must  now 
decide  what  to  do.  Certainly,  fairness 
demands  that  they  accept  them  or  else  not 
certify  that  they  have  successfully  completed 
their  training.  If  the  doctors  have  fulfilled  the 
requirements  of  the  curricula  established  by 
these  institutions,  and  now  seek  to  work  in 
areas  where  they  have  demonstrated  their 
competence,  there  is  no  justifiable  way  for 
them  to  be  denied  privileges. 

The  American  Academy  of  Family  Prac- 
tice has  addressed  this  issue  quite  clearly: 
“The  Academy  believes  that  a graduate  of  an 
approved  Family  Practice  Residency  Pro- 
gram should  be  given  the  opportunity  to 
demonstrate  his  own  ability  and  competence 
for  those  privileges  which  he  requests  and  in 
which  he  has  training.  If  the  Family 
Physician  is  denied  the  opportunity  to  so 
demonstrate  his  ability,  the  Academy  will 
defend  him  to  the  fullest,  including  legal 
action  if  it  is  deemed  necessary  by  the  Board” 
(1976).' 


The  role  of  the  family  practitioner  in 
obstetrics  has  recently  evoked  interest. 
Many  young  physicians  have  found  that  they 
have  been  denied  privileges  despite  their 
certification  of  qualification  from  their  resi- 
dency supervisors.  Paradoxically,  in  Rhode 
Island  a law  has  Just  been  enacted  which 
allows  midwives  to  attend  delivery  in  normal 
pregnancies  and  to  care  for  the  mother  and 
child.  In  view  of  this  it  is  going  to  be  difficult 
to  rationalize  how  privileges  in  obstetrics  can 
be  denied  to  a graduate  of  a residency  in 
Family  Practice  who  has  certification  from 
his  Program  Director  as  to  his  competence. 
Certainly,  if  a midwife  can  deliver  babies  at 
home,  where  she  has  no  ancillary  or 
supportive  services,  a physician  should  be 
capable  of  doing  the  same  in  a hospital 
setting  where  he  has  all  of  the  modern 
technological  support. 

The  fervor  with  which  hospital  orthopedic 
services  refuse  privileges  to  men  trained  in 
setting  simple  fractures  or  the  procedure  of 
arthrocentesis  is  bewildering.  No  one  should 
be  allowed  to  do  the  esotoric  prodedure  for 
which  only  the  specialists  have  been  trained. 
These  simple  procedures,  which  were  for- 
merly thought  to  be  esotoric,  have  now 
become  commonplace  with  the  longer  train- 
ing period  for  the  Family  Physician. 

These  are  not  the  only  aspects  of  medicine 
about  which  there  is  conflict.  There  are  many 
others,  but  the  ones  cited  succinctly  illustrate 
the  point. 

This  internecine  struggle  within  our  profes- 
sion must  cease,  since  there  are  too  many 
trying  to  destroy  us  from  the  outside.  It  is 
high  time  we  conducted  ourselves  rationally 
and  with  dignity  and  do  unto  others  as  we 
would  have  them  do  unto  us.  Let  each  man 
do  only  that  which  he  is  capable  of  doing, 
but  let  us  not  deny  him  privileges  through 
subterfuge.  The  medical  schools  and  their 
faculties,  the  hospitals  and  their  staffs  which 
have  trained  this  new  specialist  in  Family 
Practice  have  the  same  moral  obligation  to 
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support  him  as  they  do  any  other  well- 
trained  speeialists.  They  have  eertilied  him  as 
being  eompetent  and  eapable  ol  performing 
these  tasks  by  allowing  him  to  eomplete  their 
training  program.  II  they  do  not  aeeept  him, 
they  should  diseontinue  their  programs  and 
refuse  the  subsidy  offered  for  this  undertak- 
ing. 

Some  have  proposed  that  the  future  family 
physieian  / primary-care  physician  continue  his 
or  her  practice  principally  or  exclusively  to  the 
ambulatory  care  setting  while  serving  in  a 
triage  role  as  the  entry  point  to  the  health-care 
system.- 

Such  approach,  would,  in  the  long  run, 
compromise  the  continued  clinical  compe- 
tence of  these  physicians  and  their  ability  to 
provide  primary  care  of  high  quality  to  their 
patients.  The  sharp  separation  of  medical 
careers  into  the  community-oriented  ambula- 
tory care  and  hospital-based  intensive  care  of 
acutely  ill  patients  would  involve  serious 
problems  for  both  medical  practice  and 
medical  education.  The  creation  of  a system 
with  built-in  discontinuity  between  ambula- 
tory and  hospital  patient  care  could  be 
expected  to  jeopardize  the  quality  of  care, 
increase  its  cost,  decrease  patient  compliance, 
and  further  depersonalize  care.  Although  it  is 
theoretically  possible  that  the  ambulatory- 
care  physician  could  transmit  all  necessary 
medical  information  to  the  hospital-based 
physician  regarding  each  hospitalized  patient, 
this  procedure  would  not  be  likely  to  happen 
in  everyday  practice.  It  is  more  probable  that 
hospital  care  would  be  further  overutilized, 
important  medical  problems  overlooked, 
unnecessary  studies  performed,  and  the 
patient  further  confused  by  an  encounter 
with  an  unknown  physician  at  a time  of 
major  personal  crisis.  Although  research  on 
the  effect  of  continuity  is  still  embryonic, 
studies  already  reported  that  costs  of  medical 
care,  as  well  as  patient  satisfaction  and 
compliance,  are  adversely  affected  by  lack  of 
physician  continuity.*’ ^ 

At  the  May  17,  1978  Annual  Meeting  of 
the  Rhode  Island  Medical  Society,  the 
section  on  Family  Practice  will  present  to  the 
membership  of  the  Society  Doctor  Boyd  A. 
McCracken  of  Springfield,  Illinois,  a member 
of  the  Board  of  Directors  of  the  American 
Academy  of  Family  Physicians.  Doctor 
McCracken  will  address  the  issue  of  hospital 


privileges  for  hamily  Physicians.  We  cordial- 
ly invite  members  of  our  medical  fraternity  to 
hear  this  discussion. 

Charles  F.  Millard,  M.D.,A.B.F.P. 
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ONE  SENTENCE  ESSAYS 


ACT  YOUR  AGE! 

Patient  is  in  the  recovery  phase  of  her 
crisis,  but  has  regressive  potential  until  she 
can  develop  better  and  more  age  appropriate 
mental  mechanisms. 

. . . Extracted  from  psychiatric  history 
of  a 13  year  old  girl. 


Unsupported  by  any  grant  whatsoever. 

. . . footnote  on  paper  by  David  T. 
Burack,  MB,  D Phil,  on  “The 
Weight  of  Medical  Knowledge,”  N 
Eng  J Med  298:773,  6 Apr  78. 
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Book  Review 

LABOR  AND  DELIVERY  AN  OB- 
SERVER’S DIARY.  WHAT  YOU 
SHOULD  KNOW  ABOUT  TODAY’S 
CHILDBIRIH  by  Constance  A.  Bean. 
Garden  City,  Doubleday,  1977.  $7.95. 

I his  volume  is  written  by  a public  health 
educator  who  has  focussed  her  interests  in 
childbirth  education,  labor  support,  natural 
childbirth  and  family  centered  maternity 
care.  It  is  a rambling  diary  of  selected  labors, 
deliveries,  and  a few  operations  in  various 
hospital  settings  as  well  as  an  account  of  the 
author’s  participation  in  a home  delivery. 

Ms.  Bean  trumpets  the  rewards  and 
satisfaction  of  the  shared  experience  of  labor 
and  birth  using  labor  coaches,  husbands,  and 
surrogates  educated  to  assist  the  parturient 
during  labor  and  the  birth  process.  She 
advises  eschewing  the  use  of  medication, 
obstretic  interference,  and  anesthetic  agents 
unless  forced  by  the  most  constricted 
circumstances.  She  obviously  is  a crusader 
and  makes  no  bones  about  her  animated 
differences  with  modern  obstetric  practices, 
technics,  and  concepts. 

Ms.  Bean  exhibits  unusual  antipathy  for 
routine  episiotomy,  spinal  and  epidural 
anesthesia,  delay  in  cord  clamping,  use  of 
pharmacologic  agents  for  sedation  and 
analgesia,  use  of  forceps  to  shorten  the 
second  stage  of  labor,  and  the  various 
routines  of  hospitals  to  safeguard  the  mother 
and  the  infant,  such  as  fetal  monitoring.  One 
can  heartily  endorse  her  overwhelming  desire 
to  have  the  labor  and  birth  experience  a 
satisfying  event  and  one  full  of  meaning  for 
the  mother  and  infant  as  well  as  the  husband 
(or  surrogate).  Since  she  is  not  required  to 
bear  any  primary  responsibility  as  a labor 
coach  for  the  maternal  fetal  outcome, 
however,  one  must  discount  her  enthusiasm 
for  a process  which,  although  usually 
physiologic,  is  associated  with  a mortality 
rate  for  the  feto-neonate  which  is  higher  than 
he  or  she  will  ever  again  encounter  until  after 
the  sixth  decade  of  life. 

In  discrediting  many  of  the  practices  and 
technies  of  the  modern-day  obstetrics,  Ms. 
Bean  bases  her  opinions  on  references  in  the 
literature  which  are  out  of  date  or  of  so 


sporadic  a nature  as  to  be  anecdotal.  Many 
of  her  generalizations  regarding  the  Leboyer 
Method,  routine  episiotomy,  and  the  effects 
of  the  second  stage  of  labor  on  fetal 
physiology  are  at  least  quaint  and  for  the 
most  part  at  variance  with  current 
knowledge  and  data  and  will  mislead 
impressionable  young  couples. 

No  matter  what  her  intentions  Ms.  Bean, 
an  invited  observer  in  several  hospitals, 
undermines  and  erodes  the  faith  and 
confidence  so  vital  to  hospital-physician, 
patient-family  relationship.  Her  several 
tasteless  and  unprofessional  descriptions  of 
patients  in  labor  and  her  amorality  in  the 
deceitful  use  of  a female  laboratory 
technician  to  spy  on  medical  student  lectures, 
diminishes  her  credibility  and  her  integrity. 

Thus  the  satisfying  and  moving  experience 
of  family-centered  childbirth  is  often 
disfigured  by  Ms.  Bean’s  insidious  and 
invidious  tactics  and  her  occasionally 
unenlightened  observations  and  pro- 
nouncements. 

Bertram  H.  Buxton,  M.D. 
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Butler  Hospital 

presents 

The  Annual 
Spring  Symposium 

Thursday,  May  25  and  Friday,  May  26 
on 

Mid-Life:  Issues  and  Clinical  Implications 

For  further  information  call  456-3750 

Butler  Hospital 

345  Blackstone  Boulevard, 
Providence,  Rhode  Island  02906 
A Brown  University  Affiliated  Hospital 
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PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 

58  HAMLET  AVENUE  / WOONSOCKET  R.  I (401)  7664224 


SERviNq  Greater  R.I. 

PROV/idiNq  DiAqNosiic  X-RAy 

Services  to: 

* NuRsiNq  ANd  CoiwaIescent  Homes 

* ShuT  iiNS  AiNd  PrIvate  Home  RttIents 

* Post  SuRqicAl  PvriEivTs 


SAMEdAy  EXAMINATION  ANd  REpORflNq 
TeIeP^IONE  reports  iMMEdlATEly  W^EN  iNdICATEd  OR  RE(?UESTEd 


Hours:  MoNdAyThRupRldAy^ 
8A.M.T0  5PM. 
SATURdAy 


SAM  TO  12  NOON 


Our  service  is  certified  by  the  R.l. 
Department  of  Health.  Reimbursement 
is  provided  by  Medicare,  R.l.  Blue 
Shield  and  Medical  Assistance. 


'^^*1aBom^Peopl^74Jd>l^Mo^*%a^l■ASe^W4ce./' 


Report  Of  The  House  Of  Delegates 


Meetings  March  15,  1978 

A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  on 
Wednesday,  March  15,  1978  in  the  Rhode 
Island  Medical  Society  auditorium. 

The  meeting  was  called  to  order  by  the 
Speaker  of  the  House,  Dr.  Leonard  S. 
Staudinger  at  2:15  p.m. 

Delegates  in  attendance  were:  Drs.  James 
R.  Hagerty,  Joseph  R.  Peltier,  Klaus  F.  Hass 
(substituting  for  Wilhelmus  A.  VanHaaren), 
William  F.  Varr,  George  P.  Lewis,  Jr., 
Charles  P.  Shoemaker,  Richard  E.  Kuhn, 
Pasquale  J.  Celestino  (substituting  for  Louis 
A.  Morrone),  Erwin  Siegmund,  Douglas 
Rayne,  John  L.  Maciver,  Frank  W.  Sullivan, 
Joseph  E.  Caruolo,  Melvyn  M.  Gelch, 
Herbert  F.  Hager,  Charles  J.  Ashworth,  Jr., 
Alphonse  R.  Cardi,  George  N.  Cooper,  Jr., 
John  J.  Coughlin,  Frank  G.  Delmca,  John 
E.  Farley,  Jr.,  Donald  P.  Fitzpatrick,  Charles 
L.  Hill,  Harry  M.  lannotti,  Jerry  M. 
Kheradi,  Maurice  W.  Laufer,  William  J. 
MacDonald,  Betty  B.  Mathieu,  Daniel 
M oore,  Jr.,  Wilma  S.  F.  Rosen,  Guy  A. 
Settipane,  Richard  P.  Sexton,  Rajnikant 
Shah,  Hugo  Taussig  and  Joseph  R.  Tucci. 

Delegates  absent  were:  Drs.  Leonard 

Parker,  Peter  B.  Baute,  Richard  W.  Perry, 
H.  Gerald  Rock,  W.  A.  VanHaaren 
(excused),  Richard  T.Zuerner,  Robert  S. 
Burroughs,  Juan  Medina,  Paul  J.  M.  Healey, 
Nathan  Sonkin,  Louis  A.  Morrone 
(excused),  Orazio  Basile,  Alban  J.  LeBlanc, 
Constantine  Pagonis,  Charles  B.  Round 
(excused),  Thomas  G.  Breslin,  Erminio  Cardi 
(excused),  William  S.  Klutz  (excused), 
Joseph  Lombardozzi,  Richard  T. 
McDermott  (excused),  H.  Raymond 
McKendall,  Anthony  F.  Merlino  (excused), 
P.  Joseph  Pesare,  Robert  W.  Riemer 
(excused),  Henry  J.  Robidoux,  Robert  S. 
Rosenberg  (excused),  Louis  V.  Sorrentino 
(excused),  William  Q.  Stumer,  Richard  L. 
Testa,  Melvin  D.  Hoffman,  Serafino  Garella, 
and  James  F.  Valicenti. 

Commissioners  in  attendance  were:  Drs. 
Donald  P.  Fitzpatrick,  George  N.  Cooper, 
Jr.  and  Daniel  Moore,  Jr. 


Commissioners  absent  were:  Drs.  Kenneth 
Liffmann  (excused)  and  Anthony  F.  Merlino 
(excused). 

Members  Ex  Officio  present  were:  Drs. 
Seebert  J.  Goldowsky,  John  J.  Cunningham, 
Herbert  F.  Hager  and  William  J. 
MacDonald. 

Member  Ex  Officio  absent  was  Dr.  Joseph 
E.  Cannon. 

Specialty  Society  Representatives  in 
attendance  were:  Drs.  Frank  P.  Duffy,  John 
J.  Coughlin  (substituting  for  Marshall  A. 
Taylor),  James  B.  Leach,  John  E.  Farley,  Jr., 
Donald  B.  Singer,  Eufrocino  N.  Beltran, 
Augustine  M.  McNamee,  Jorge  E.  Alonso, 
Guy  A.  Settipane,  Charles  L.  Hill,  Joseph  E. 
Caruolo,  and  Walter  C.  Cotter. 

Specialty  Society  Representatives  absent 
were:  Dr.  Marshall  A.  Taylor  (excused), 
Howard  S.  Browne,  Jr.,  Charles  E.  Millard 
(excused),  Bencel  L.  Schiff,  Arthur  I.  Geltzer, 
Paul  J.  M.  Healey  and  Ben  C.  Claunch. 

Also  present  were:  Jim  McGovern  and  Jim 
Clarkin. 

The  Speaker  asked  the  delegates  to  rise  for 
a moment  of  silent  prayer  in  memory  of  and 
recognition  of  Dr.  Nathan  Chaset,  a former 
president  of  the  Rhode  Island  Medical 
Society,  and  one  who  held  deep  concern  for 
its  welfare  and  progress,  who  died 
unexpectedly  a few  weeks  ago. 

Approval  of  Minutes  of 
the  Previous  Meeting 

The  Speaker  noted  that  the  minutes  of  the 
February  meeting  of  the  House  has  been 
printed  and  distributed  by  the  Secretary. 

Action:  A motion  was  made,  seconded 

and  voted  that  the  minutes  of  the  February 

1,  1978  meeting  of  the  House  of  Delegates 

be  approved  and  placed  on  record. 

Report  of  the  Secretary 

The  Speaker  noted  that  the  report  of  the 
Secretary  was  included  in  the  handbook. 

Dr.  Frank  W.  Sullivan  briefly  reviewed  the 
status  of  the  following  legislation: 
Confidentiality  Bill,  Malpractice  Act 
Amendment,  Chiropractic  Bill,  Certificate  of 
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NcctI  Bill,  Disclosure  ol  I’hysician’s  l ees  Bill 
and  the  l aelrilc  liill. 

Action:  A motion  was  made,  seeonded 

and  \()te(.l  that  the  report  ol  the  Secretary 
be  approx eti  and  placed  on  record. 

Report  of  the  Ireasurer 

I he  Speaker  noted  that  the  report  of  the 
Ireasurer  was  included  in  the  handbook. 

Dr.  MeKyn  M.  (lelch,  I reasurer,  apprised 
the  Delegates  that  the  Subcommittee  on 
Budget  and  l inance.  consisting  ol  himsell. 
Dr.  Peter  I..  Mathieu,  ,lr.  and  Dr.  Charles  1.. 
Hill,  had  investigated  another  source  lor  the 
handling  of  the  Society’s  investment  funds. 
He  indicated  that  the  Providence  Group,  an 
investment  advisory  group,  was  impressive 
and  requested  approxal  of  the  House  for  the 
Subcommittee  to  make  a decision  on  this 
matter  xvithout  going  back  to  the  Council 
and  subsequently  back  to  the  House. 
■Action:  A motion  xvas  made,  seconded  and 
voted  that  the  Council  review  the  pros  and 
cons  of  the  subcommittee’s  recommenda- 
tions. and  if  satisfied,  give  its  approval  for 
the  subcommittee  to  proceed  without 
bringing  the  matter  back  to  the  House  of 
Delegates. 

■Action:  A motion  was  made,  seconded 

and  xoted  that  the  report  of  the  Treasurer, 
as  submitted,  be  approved  and  placed  on 
file  subject  to  audit. 

Recommendations  of  the  Council 
I ) Slate  of  Officers  and  Standing 
Committees 

No  counter  nominations  were  offered  to 
the  slate  of  officers  and  standing  committees 
as  recommended  by  the  Council. 

Action:  A motion  was  made,  seconded 

voted  that  the  Secretary  cast  one  vote 
indicating  the  House  of  Delegates  approval 
of  the  slate  of  officers  and  standing 
committees  presented  by  the  Council. 

The  Speaker  apprised  the  House  of 
Delegates  that  this  was  the  last  House 
meeting  at  xvhich  Dr.  Frank  W.  Sullivan 
would  preside  in  his  capacity  as  president  of 
the  Society.  On  behalf  of  the  House  he 
thanked  Dr.  Sullivan  for  his  outstanding 
leadership  and  his  diligent  and  positive 
direction  of  the  Society’s  activities  and 
concerns  during  his  term  in  office.  The 
House  of  Delegates  noted  their  approval  with 
a standing  ovation. 


Report  of  ( Ommitlees 

I he  Speaker  noted  that  there  were 
committee  reports  in  the  handbook  for  the 
information  of  the  members  but  none  called 
for  any  specific  action  by  the  House. 
Action:  A motion  was  made,  seconded 

and  voted  that  the  written  reports  of  the 
following  committees,  as  submitted  to  the 
House,  be  received  and  placed  on  record: 
Library  C'ommittee  (including  the  Report 
of  the  Librarian)  and  the  Physician’s  and 
Carrier’s  Workmens  Compensation 
Committee. 

Resolutions 

The  Speaker  presented  one  resolution 
which  has  been  submitted  by  Dr.  Melvin  D. 
Hoffman  and  unanimously  approved  by  the 
Council  at  its  meeting  on  March  6,  1978. 
Resolution:  “Be  it  resolved  that  the 

Council  of  the  Rhode  Island  Medical 
Society  acknoxxledges  with  great  esteem 
the  operation  of  the  medical  telephone 
e.xchanges  in  the  state  for  their  sellless 
dedication  and  sacrifice  in  continuing 
constant  communication  between 
physicians  and  their  patients  during  the 
recent  disastrous  storm”. 

Action:  A motion  was  made,  seconded 

and  voted  to  approve  the  resolution  of  Dr. 
Melvin  D.  Hoffman  relative  to  the 
Medical  E.xchange  Operators. 

The  Speaker  announced  that  those 
members  of  the  House  xvho  so  desired,  were 
welcome  to  attend  the  annual  meeting  of  the 
Blue  Shield  Corporation  convening  at  5:00 
p.m. 

There  being  no  further  business,  the 
meeting  was  adjourned  at  3:10  p.m. 

Respectfully  submitted: 

Meixin  D.  Hoffman,  M.D. 

Secretary 


NOTICE 

By  oversight  the  minutes  of  two  meet- 
ings of  the  House  of  Delegates  held  in 
1977  were  not  published  in  the  Rhode 
Island  Medical  Journal.  We  apologize 
for  this  ommission.  Henceforth  minutes 
xvill  appear  regularly  following  each 
meeting.  Ed. 
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PleaM  consult  complete  prescribing  Informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
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"Possibly"  effective:  as  ad|unctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis 
Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCl  and/or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
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ing complete  mental  alertness  (e  g . operating 
machinery,  driving)  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCl)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug 
Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated)  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression,  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants,  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax  When  chlordiazepoxide  HCl  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances 
Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms. increased  and  decreased  libido — all  infre- 
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changes  in  EEij  patterns  may  appear  during  and 
after  treatment:  blood  dyscrasias  (including  agran- 
ulocytosis), laundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCl, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i e . dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets 
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BROWN  PROGRAM  IN  MEDICINE: 
THE  CLASS  OF  1978 


i 

1 

A deep  delight  and  sense  of  gratitude 
emerges  as  we  anticipate  the  graduation  of 
' Brown’s  fourth  group  of  physicians.  The 
i sixty-three  students  in  the  MD  Class  of 
1 1978  are  proudly  identified  in  this  issue  of  the 

; Journal.  Each  of  these  men  and  women  has 
successfully  completed  a rigorous  and  diffi- 
cult four  years  of  disciplined  training,  some 
7,400  formal  hours  of  supervised  experience 
i in  the  theory  and  realities  of  human  illness. 

I One  portion  of  this  training  took  place  in 
conventional  classroom  and  laboratory  set- 
i tings;  most  of  it,  however,  was  accomplished 
j in  the  intimacy  of  preceptorships  with 
I individual  students  and  clinicians  working 
j closely  together.  A unique  and  profound 
j learning  experience  seems  to  be  generated  by 
j this  kind  of  educational  interaction.  It  yields 
i gratifying  personal  fulfillment  for  all  par- 
i ticipants,  and  has  now  emerged  as  the  major 
: I teaching  mode  in  the  Brown  medical  pro- 
1 j gram.  In  addition  to  the  full-time  faculty, 
i I about  400  practicing  physicians  of  the  greater 
. 'j  Rhode  Island  community  generously  work  to 
I j guarantee  the  success  of  this  perceptorship 
. I effort. 

{ The  faculty’s  sense  of  fulfillment  which 
I accompanies  this  graduation  arises  from  the 
j knowledge  that  these  sixty-three  students 
! have  made  intelligent  use  of  their  four  years 
• of  training;  that  they  are  endowed  with 
sufficient  wisdom  to  distinguish  between  the 
i limited  amount  they  have  learned  and  the 


vast  amount  yet  to  be  learned;  that  they  are 
profoundly  aware  of  the  broader  nonbiologic 
forces  within  society  which  are  formidable 
determinants  of  health  or  its  lack;  that  they 
know  the  importance  to  medicine  of  schol- 
arly pursuit  in  domains  other  than  medicine; 
that  they  are  as  responsive  to  pain  as  they  are 
to  joy;  and  finally,  that  the  ocasionally  de- 
humanizing hardships  of  these  years  of 
formal  education  will  have  sensitized  them  to 
the  multitude  who  will  seek  their  services. 

Edna  St.  Vincent  Millay  once  said; 

Upon  this  gifted  age,  in  its  dark  hour. 

Rains  from  the  sky  a meteoric  shower  of 
facts. 

They  lie  unquestioned,  uncombined. 

Wisdom  enough  to  leech  us  of  our  ill 

Is  daily  spun,  but  there  exists  no  loom 

To  weave  it  into  fabric. 

We  have  provided  our  gifted  students  with 
a meteoric  shower  of  facts.  It  will  be  for  them 
to  provide  the  loom. 

On  behalf  of  the  Brown  Program  in 
Medicine  faculty,  I am  pleased  and  honored 
to  welcome  this  class  of  1978  to  the  ranks  of 
medicine,  confident  that  both  society  and  our 
profession  shall  benefit  by  their  presence. 

Stanley  M.  Aronson,  MD 
Dean  of  Medicine 
Brown  University 
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sensitive  organism,  usually  £.  coli. 
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Before  prescribing,  please  consult  comple 
uct  information,  a summary  of  which  folio 
Indications:  In  adults,  urinary  tract  infecti 
complicated  by  pain  (primarily  pyelonephr 
pyelitis  and  cystitis)  due  to  susceptible  or( 
(usually  E.  coli,  Klebsiella-Aerobacter,  Sta 
coccus  aureus,  Proteus  mirabitis,  and,  les 
quently,  Proteus  vulgaris)  in  the  absence  c 
obstructive  uropathy  or  foreign  bodies.  Noi 
fully  coordinate//!  vitro  sulfonamide  sensi' 
tests  with  bacteriologic  and  clinical  rcspor 
aminobenzoic  acid  to  follow-up  culture  m« 
increasing  frequertcy  of  resistant  organism 
the  usefulness  of  antibacterials  including 
fonamides.  Measure  sulfonamide  blood  le< 
variations  may  occur;  20  mg/100  ml  shoul 
maximum  total  level. 

Contraindications;  Children  below  age  12; 
fonamide  hypersensitivity;  pregnancy  at  te 
during  nursing  period;  because  Azo  Gantai 
tains  phertazopyridine  hydrochloride  it  is  c 
dicated  in  glomerulonephritis,  severe  hep: 
uremia,  and  pyelonephritis  of  pregnancy  w 
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Regulations  For  The  Governance  of  Practice 
at  St.  Bartholomew’s  Hospital  In  London,  Presented  to  the  Governors 
of  the  Hospital  By  William  Harvey,  MD,  Physician  To  The  Hospital. 


Dccinu)  cfuinto  die  Octohr  Anno  Dni  1633 

Doer  Harvey  Phisicion  to  this  hospitall  presented  to  this  court  c’taine  orders  or  articles 
by  him  thought  fitt  to  be  obs’ved  and  putt  in  practize  - viz — 

1.  That  none  be  taken  into  the  hospitall  but  such  as  be  curable  or  but  a c’taine 
number  of  such  as  are  incurable. 

2.  That  those  that  shalbe  taken  in  for  a c’taine  tyme  be  discharged  at  that  tyme  by  the 
hospitler,  unless  they  obtayne  a longer  tyme;  And  to  be  discharged  at  th’end  of  that  tyme 
alsoe. 

3.  That  all  such  as  are  c’tefied  by  the  do*^  uncurable  & scandelous  or  infeccous  shalbe 
putt  out  of  the  said  howse,  or  be  sent  to  an  out-howse;  And  in  case  of  suddaine 
inconvenience  this  be  done  by  the  do^  or  apothecary. 

4.  That  none  be  taken  into  any  outhowse  on  the  charge  of  this  hospitall,  but  such  as 
are  sent  from  hence. 

5.  That  no  chirurgion,  to  save  himselfe  labour,  take  in  or  p’sent  for  the  do*^;  otherwise 
the  charge  shopp  wilbe  soe  greate,  & the  successe  soe  little  as  it  wilbe  scandelous  to  the 
howse. 

6.  That  none  lurke  here  for  releife  only  or  for  slight  causes. 

7.  That  if  any  refuse  to  take  theire  phisick  they  may  be  discharged  by  the  do'"  or 
apothecary  or  punished  by  some  order. 

8.  That  the  chirurgions  in  all  difficult  cases,  or  where  inward  phisick  may  be 
necessary  shall  consult  with  the  Do*"  at  the  tymes  he  sitteth  once  in  the  weeke,  & then  the 
M*"  himselfe  relate  to  the  Do'^  what  he  conceaveth  of  the  cure  & what  he  hath  done 
therein.  And  in  a decent  & orderly  manner  p’ceed  by  the  do^”^  dirreccions  for  the  good  of 
the  poore  and  creditt  of  the  howse. 

9.  That  no  chirurgion  or  his  man  doe  trepan  the  head,  peirce  the  body,  dismember  or 
doe  any  greate  oper’eion  on  the  body  of  any  but  wth  th’  app’bacon  & by  the  direcion  of 
the  Dor  (when  conveniently  it  may  be  hadd)  & the  chirurgions  shall  thincke  it  needfull  to 
require. 

10.  That  no  Chirurgion  or  his  man  practize  by  givinge  inward  phisick  to  the  poore, 
w’hout  th’  App’bacion  of  the  Do^. 

1 1.  That  noe  Chirurgion  be  suffered  to  p’forme  the  cures  in  this  howse  by  his  Boy  or 
s’rvant  w’hout  his  owne  ov’sight  or  care. 

12.  That  ev’ry  chirurgion  shall  shewe  & declare  unto  the  Do^,  whensoev*"  he  shall  in 
p’sence  of  the  patient  require  him  what  he  findeth  & what  he  useth  to  ev’ry  e.xternal 
malady;  that  soe  the  Dor  beinge  informed  may  better  wh  judgm^  order  his  p’serpts. 

1 3.  That  ev’ry  Chirurgion  shall  followe  the  direcions  of  the  Dor  jp  outward  oper’eions 
for  inward  causes,  for  recov’y  of  ev’y  patient  under  theire  sev’all  cures,  & to  this  end  shall 
once  in  the  weeke  attend  the  Do*",  at  the  sett  howre  he  sitteth  to  give  dirrecions  for  the 
poore. 

14.  That  the  Apothecary  Matron  & Sisters  doe  attend  the  Do*^  when  he  sitteth  to  give 
direccons  & pr’seripts,  that  they  may  fully  conceave  his  direccions  & what  is  to  be  done. 

1 5.  That  the  Matron  & Sisters  shall  signifie  & complaine  to  the  Do^  or  Apothecary  in 
the  dors  absence  if  any  poore  lurke  in  the  howse,  & come  not  before  the  Do*"  when  he 
sitteth  or  taketh  not  his  phisick  but  caste  it  away  & abuse  it. 

16.  That  the  Apothecary  keepe  secrett  & doe  not  disclose  what  the  Do*^  pr’seribeth  nor 
the  p’seripts  he  useth  but  to  such  as  in  the  Dors  absence  may  supply  his  place  & that  wth 
the  Doctors  approbacion. 
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Medicine  In  The  Year  2000: 
A Symposium 


Bv  Stanley  M.  Aronson,  MD,  Paul  Cala- 
bresi,  MD,  Pierre  M.  Galletti,  MD,  PhD, 
Henry  T.  Randall,  MD,  Leo  Stern,  MD,  Al- 
bert F.  Wessen,  PhD,  Robert  J.  Westlake,  MD 


Introduction 

By  Stanley  M.  Aronson,  MD 

In  the  spring  of  1977  Brown  University 
celebrated  the  inauguration  of  Howard 
Swearer  as  its  sixteenth  president.  Members 
of  the  medical  faculty  convened  to  honor 
President  Swearer  and  simultaneously  to 
express  our  optimism  in  his  future  as  well  as 
ours  by  speculating  about  the  years  before  us 
specifically,  by  attempting  to  characterize 
the  health  care  profession  as  we  think  it  will 
exist  some  twenty  odd  years  hence,  in  the 
year  2000. 

The  participants  in  this  seminar,  represent- 
ing six  different  perceptions  of  medicine, 
recognized  fully  the  inevitable  risks  of  such  a 
diagnostic  attempt.  It  is  essential,  though, 
that  we  engage  in  these  prospective  studies  so 
that  the  future  will  not  arrive  as  some 
unwelcomed  guest. 

As  physicians  and  medical  scientists  we 
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must  acknowledge  the  future  as  an  essential 
part  of  our  present  thinking,  preparation  and 
projections.  Clearly  the  future  will  be 
changed  from  the  present;  and  we  will  not 
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dispute  that  these  changes  will  be  great,  nor 
even  that  the  rate  ol  change  will  be 
accelerated.  Hut  to  the  extent  that  we 
anticipate  the  hazards  and  ambience  ol  the 
luture,  no  matter  how  inaccurately,  we  will 
have  luHilled  our  prognostic  responsibilities 
as  members  ol  the  medical  profession.  It  may 
be  that  the  parameters  of  the  future  are 
beyond  our  dreams  today;  it  may  be,  as 
someone  has  said,  that  even  the  future  is  not 
what  it  used  to  be.  In  any  case,  we  here 
present  our  attempts  at  anticipating  these 
great  changes. 

I.  Medicine  in  the  Year  2000 

By  Paul  Calabresi,  MD 

I stand  exactly  half  way  between  my 
development  as  a physician  and  the  year 
2000,  having  graduated  from  medical  school 
in  1955.  What  we  are  doing  now  at  Brown  is 
training  medical  students  who  are  going  to  be 
having  their  professional  careers  in  the  year 
2000  and  beyond.  Reflecting  on  what  has 
happened  in  the  last  twenty  years,  we  can  see 
that  there  have  been  some  notable  advances 
in  the  area  of  infections.  Small  pox  is 
eradicated;  polio  is  virtually  eradicated; 
tuberculosis  and  other  bacterial  infections 
have  been  largely  controlled. 

What  can  we  expect  in  the  future? 
Parasitic  diseases  are  very  common  in  the 
world.  Malaria  and  schistosomiasis  are  still 
number  one  and  number  two,  and  viral 
diseases  such  as  hepatitis,  influenza,  and 
measles  will  probably  be  eradicated  by  the 
year  2000.  However  we  can  expect  new 
infections.  Because  of  increased  ease  of 
travel,  we  are  seeing  malaria  and  schisto- 
somiasis in  our  own  hospitals  here  in 
Providence.  We  are  seeing  epidemics  of  new 
diseases  such  as  Legionnaire’s  disease,  and 
new  organisms  which  continue  to  crop  up 
and  force  us  to  search  for  new  antibiotics. 

In  the  realm  of  impairment  of  blood 
supply  and  organ  failure  we  have  come  a 
long  way.  We  have  sophisticated  life  support 
systems  that  can  help  us  in  cardiac  disease 
and  strokes.  Artificial  organs  to  help  us  in 
renal  failure  and  transplants  have  made  their 
way  into  our  society.  New  ethical  problems 
have  developed  along  with  them. 

There  will  be  many  new  diseases  accom- 
panying technical  advances  — complications 
and  problems  brought  about  by  this  tech- 


nology. I he  aging  population  will  rellect  an 
increase  in  the  organ  failure  problems  of 
diabetes,  heart  disease,  and  brain  syndromes. 
In  the  field  of  cancer,  some  diseases  that 
previously  were  considered  incurable  (such  as 
leukemia,  Hodgkin’s  disease,  lymphoma,  and 
selected  solid  tumors)  have  not  been  cured  by 
the  combination  of  surgery,  chemotherapy 
and  radiation  therapy.  In  the  future  we  can 
continue  to  expect  more  specific  cures,  but 
our  constant  exposure  to  pollution  and 
carcinogenic  chemicals  in  our  enviornment 
will  increase  the  likelihood  that  new  forms  of 
cancer  will  be  produced  in  the  next  twenty 
years. 

Drugs  have  played  a major  role  in  our 
society  and  have  been  good  from  the 
standpoint  of  treatment  of  high  blood 
pressure,  many  psychiatric  disorders,  gout, 
and  others.  We  can  expect  more  and  better 
drugs  in  the  next  two  decades.  However,  with 
this  we  shall  also  see  an  increase  in  toxicity, 
side-effects,  and  drug  abuse.  Occupational 
diseases  and  environmental  diseases  have 
been  a result  of  the  chemical  environment 
that  we  live  in.  An  excellent  demonstration 
of  this  can  be  seen  in  the  American  Cancer 
Society  statistics  showing  that  in  males 
cancer  of  the  lung  has  taken  a terrifying  rise 
from  the  1930s  and  is  continuing  to  rise  at 
present.  This  was  approximately  twenty  years 
after  the  introduction  of  cigarette  smoking 
and  an  increase  in  industrialization  in  our 
society.  Concomitant  with  cancer  of  the 
lungs,  cancer  of  the  stomach  has  been 
declining  for  some  unexplained  reason, 
perhaps  an  alteration  in  our  diet. 

What  we  do  understand,  however,  is  the 
fact  that  these  are  different  diseases  and  must 
be  handled  differently.  They  are  different  in 
the  individual  patient,  and  therefore  it  is 
important  that  we  study  the  cancer  as  his  or 
her  particular  problem.  We  have  been 
working  in  our  laboratories  to  try  to  culture 
a human  cancer  cell  in  test  tubes.  We  have 
melanoma  cells  which  have  grown  into 
colonies.  Melanoma  cells  come  from  a black 
mole  tumor.  We  can  now  identify  them  and 
study  them  selectively  in  a laboratory,  in  test 
tubes.  We  have  leukemia  cells  that  have 
grown  in  colonies  in  a Petri  dish  in  the 
laboratory.  We  can  test  an  anticancer  drug 
for  effectiveness  with  the  leukemia  cells  of 
individual  patients.  This  kind  of  individual 
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approach  to  an  individual  tumor  in  an 
individual  human  being  is  going  to  become 
eommonplace  by  the  year  2{)()0. 

Work  has  been  done  on  specimens  which 
have  been  inoculated  with  cancer  cells.  With 
the  scanning  electron  microscope  one  can  see 
the  cancer  cells  spreading  from  one  area  and 
invading  the  normal  crevices.  I his  gives  us  a 
better  idea  of  what  cancer  is  like,  how  to  cure 
it.  and  how  to  approach  it.  Under  very  high 
magnification  {5000  fold)  we  can  see  a single 
cancer  cell  from  a patient  with  cancer  of  the 
breast  growing  and  actually  dividing  into  two 
cells.  We  can  study  the  surface  properties  of 
these  cells.  I believe  that  the  surface  of  the 
caneer  cell  holds  the  secret  for  many  things 
metastases,  spread  of  the  cancer,  and 
approaches  to  new  drugs  that  will  selectively 
enter  the  cancer  cells  and  not  the  normal 
cells. 

We  are  living  in  an  era  of  polypharmacy. 
The  pharmacological  revolution  has  brought 
about  many  drugs  and  interactions  of  drugs. 
We  have  talked  about  the  beneficial  effects; 
we  have  talked  about  the  harmful  effects. 
Another  harmful  effect  may  be  the  fact  that 
no  human  mind  can  keep  all  of  this 
information  readily  available,  such  as  drug 
dosages,  interactions,  and  indications.  Ac- 
cordingly, 1 think  we  are  going  to  have  to 
turn  to  the  computer  for  help.  Many  of  us 
are  frightened  by  the  thought  of  the 
computer  — doctors  even  more  than  the  lay 
public.  However,  1 like  the  quotation  from  a 
recent  artiele  from  Doctor  William  Swartz  in 
the  New  England  Journal  of  Medicine:  “One 
may  hope  that  the  computer,  well  equipped 
to  store  large  volumes  of  information  and 
ingeniously  programmed  to  assist  in  decision- 
making, will  help  free  the  physician  to 
concentrate  on  the  tasks  that  are  uniquely 
human,  such  as  the  application  of  bedside 
skills,  the  management  of  the  emotional 
aspects  of  disease,  and  the  exercise  of  good 
judgement  in  the  non-quantifiable  areas  of 
elinieal  care.”  Medicine  is  the  only  profession 
which  labors  incessantly  to  destroy  the 
reason  for  its  own  existenee.  I doubt  very 
much  that  we  will  reach  this  goal  by  the  year 
2000,  but  this  is  no  reason  not  to  try. 

II.  Spare  Parts  Medicine 

By  Pierre  M.  Galletti,  MD 

For  most  of  recorded  history  palliation 
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of  illness  and  suffering  has  been  the  primary 
task  of  medicine.  One  hundred  years  or  so 
ago,  with  the  discovery  of  the  infectious 
nature  of  major  diseases,  medicine  embraced 
the  concept  of  radical  cure  based  on  scientific 
grounds  rather  than  on  the  mystical  notion 
of  miracle.  For  a while  it  seemed  that  the 
magic  bullets  of  antibiotic  or  hormonal 
therapy  would  eliminate  all  ills  of  mankind. 
We  forgot  the  mortal  nature  of  man,  as 
expressed  in  the  natural  cycle  of  growth, 
maturity,  and  aging. 

We  are  now  beginning  to  accept  the  reality 
of  degenerative  disease,  be  it  arteriosclerosis, 
emphysema,  or  cancer.  Our  social  reaction, 
however,  is  a blend  of  realism  and  wishful 
thinking.  We  can  justifiably  identify  environ- 
mental causes  for  the  degenerative  processes 
which  lead  to  obesity,  diabetes,  cirrhosis, 
hypertension,  or  chronic  bronchitis,  but  we 
often  fool  ourselves  with  abusive  propaganda 
in  the  name  of  preventive  medicine,  as  if 
preventing  disease  could  eventually  prevent 
death. 

I view  modern  medicine  as  a survival 
strategy,  and  the  medical  doctrines  of  the 
moment  as  the  expression  of  societal  aspira- 
tions in  response  to  current  circumstances 
and  current  sets  of  values.  In  the  western 
world  we  live  in  the  illusion  that  life  can  be 
defined  without  reference  to  suffering  and 
death.  Thus,  in  identifying  ills  we  keep 
looking  for  external  guilty  parties,  whether 
they  be  carbon  monoxide,  nuclear  reactors, 
oil  spillage,  or  saccharin,  rather  than 

focusing  our  energies  on  the  internal,  im- 
precise notions  of  smoking,  drinking,  over- 
eating, or  driving  too  fast,  which  refer  to 
individuals.  We  delude  ourselves  with  the 
notion  that  the  interests  of  the  individual  are 
necessarily  congruent  with  the  interests  of  the 
species.  As  a consequence  we  expect  that  a 
multitude  of  justifiable  medical  decisions 
regarding  individuals  will  naturally  lead  to  a 
justifiable  national  health  policy. 

Short  of  a major  social  upheaval,  medicine 
in  the  year  2000  will  be  shaped  by  the 
convergence  of  a biological  and  a social 
argument;  the  recognition  of  the  irreversible 
nature  of  degenerative  biological  processes, 
and  the  stress  on  individual  survival  at  any 
cost,  will  lead  us  to  a new  set  of  expectations. 
Coming  in  to  take  the  relay  from  palliative, 
curative,  and  preventive  medicine  is  the 
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doctrine  of  substitutive  medicine,  or  in 
common  terms,  spare  parts  medicine.  I he 
premise  ol  substitutive  medicine  is  that  no 
one  needs  to  die  because  a vital  organ  is 
irreparably  damaged.  The  missing  lunetion 
can  be  replaced  by  a transplant,  il  there  is  an 
available  donor,  or  by  a prosthesis,  if 
technology  has  progressed  to  the  point  that 
man-made  devices  can  take  on  the  burden  of 
the  decayed  natural  organ. 

We  seem  to  aeeept  substitutive  medieine 
quite  imperceptibly.  Blood  transfusion  was 
the  wedge  of  this  new  movement.  It  is  now  so 
widely  accepted  that  most  people  do  not 
bother  to  reeogni/e  it  as  the  most  common 
form  of  tissue  transplantation.  Such  other 
substitutive  strategies  are  equally  successful. 
Think  for  instance  of  large  vessel  prostheses, 
i.e.  the  woven  dacron  tubes  which  are 
employed  by  vascular  surgeons  to  replace 
occluded,  torn,  or  dilated  segments  of  major 
arteries.  Think  of  what  prosthetic  valves  have 
done  to  improve  the  life  expectancy  of 
patients  with  aortic  valvular  disease.  Think 
of  the  cardiac  pacemaker,  which  in  the  last 
15  years  has  radically  modified  the  outcome 
of  cardiac  block,  and  gives  elderly  patients 
many  years  of  full  life,  instead  of  the  misery 
of  fainting  spells,  broken  limbs,  and  fear. 

Other  substitutive  strategies  are  not  equal- 
ly successful,  at  least  not  yet.  Think  of  the 
artificial  kidney  and  chronic  hemodialysis, 
which  has  elicited  the  only  catastrophic 
disease  program  currently  covered  by  Medi- 
care. This  medical  activity  has  now  escalated 
to  a cost  of  800  million  dollars  per  year  while 
providing  a quality  of  life  which  is  only 
acceptable  in  reference  to  the  alternative  of 
doing  nothing.  Renal  transplantation  admit- 
tedly offers  a better  quality  life,  yet  it 
depends  upon  hemodialysis  much  as  the 
artist  on  the  flying  trapeze  depends  upon  a 
safety  net. 

Still  other  strategies  are  at  the  level  of 
clinical  experimentation,  e.g.  extracorporeal 
membrane  oxygenation,  which  is  feasible  for 
up  to  20  days,  or  the  left  ventricular  assist 
device,  a type  of  artificial  heart,  which  has 
been  technically  successful  for  up  to  a week. 
There  are  laboratory  curiosities,  such  as  the 
artificial  pancreas  or  the  artificial  eye,  which 
offer  entirely  new  perspectives  in  the  treat- 
ment of  diabetes  or  blindness.  All  of  these 
share  the  optimistic  notion  that  human 


ingenuity  can  figure  out  ways  of  replacing 
any  living  function,  given  the  resources  and 
some  lead  time,  which  in  an  evolutionary 
perspective  is  incredibly  short,  compared  to 
the  millions  ol  years  it  took  natural  organs  to 
reach  their  present  state  of  development. 

Spare  parts  medicine  is  with  us,  and 
growing.  It  presents  us  with  a host  of  new 
problems  biological,  social,  ethical,  eco- 
nomic. My  forecast  is  that  it  will  be  a major 
factor  in  the  medicine  of  the  year  2000. 

III.  Surgery  in  the  Year  2000 

By  Henry  T.  Randall,  MD 

Surgical  technique  is  descended  from  the 
crafts  of  dressers  of  wounds  and  the  skills  of 
the  setters  of  fractured  bones.  Surgery  has 
been  nurtured  and  stimulated  by  wars  and 
natural  catastrophies,  and  has  made  many  of 
its  major  advances,  from  Ambrose  Pare  to 
MASH,  under  the  stimulus  of  urgent  neces- 
sity. The  mobile  army  surgical  hospital 
(satirized  by  MASH  on  television)  proved 
during  the  Korean  war,  and  more  particu- 
larly in  the  Vietnamese  war,  that  the  rapid 
transportation  of  patients  to  facilities  capable 
of  caring  for  them  resulted  in  greatly 
enhanced  survival  rates. 

The  surgeons  of  today  blend  the  ancient 
surgical  tradition  with  the  more  mystical  and 
religious  origins  of  “Physic”  through  univer- 
sity humanism  and  medical  school  science. 
As  a result,  surgery  today  uses  applied 
physiology  and  biochemistry  to  a very 
substantial  degree  in  the  care  of  patients,  and 
surgeons  are  making  major  contributions  in 
these  fields.  In  this  light  permit  me  to  predict 
two  directions  of  progress  for  the  year  2000. 

My  first  focus  is  advances  in  technique. 
Vascular  surgery  has  made  enormous  strides 
in  the  past  twenty-five  years.  Based  on 
experiences  in  World  War  II  and  in  the 
Korean  war  we  have  moved  from  repair  of 
acutely  injured  arteries  in  arms  and  legs  to 
successful  replacement  of  major  segments  of 
the  aorta,  and  from  bypassing  arteriosclerotic 
areas  of  narrowing  in  major  arteries  in  the 
legs  to  the  coronary  arteries  of  the  heart. 
Lives  have  been  saved;  and,  more  important- 
ly, the  quality  of  life  has  been  improved  for 
hundreds  of  thousands  of  persons  each  year. 

Microsurgery  is  a logical  extension  of 
vascular  surgery.  New  equipment  and  de- 
veloping techniques  in  this  field  promise 
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huge  progress  in  the  future.  For  example, 
there  is  the  operating  microscope,  a very 
different  looking  animal  from  what  one  used 
to  use  in  high  school  biology  or  college 
pathology.  This  is  an  instrument  with  a 
magnification  factor  of  anywhere  from  forty 
to  sixty,  and  with  two  sets  of  eye  pieces  so 
that  two  surgeons  can  work  opposite  one 
another  in  an  operating  room,  magnifying 
the  field  so  that  they  can  actually  see  what 
they  are  doing.  Suture  materials  so  fine  that 
they  are  invisible  to  the  naked  eye  permit 
repairing  damaged  tissues  and  blood  vessels, 
including  transplantation  of  whole  segments 
of  the  body’s  skin.- and  subcutaneous  tissue. 
Microsurgery  opens  a wide  field  for  recon- 
structive surgery,  and  will  be  used  extensively 
by  the  year  2000. 

There  are  other  technical  advances  that  are 
reasonably  predictable.  Prolonged  tissue  and 
organ  preservation  is  now  possible  with 
frozen  blood  cells  and  sperm.  There  will  be 
organ  banks  for  kidneys,  possibly  lungs,  and 
possibly  even  hearts.  Perhaps  cell  banks  will 
grow  some  tissue  to  specific  needs,  on  order. 

There  will  be  the  development  of  improved 
methods  of  meeting  the  specific  energy 
requirements  of  critically  ill  patients  unable 
to  use  their  intestinal  tracts  to  meet  their 
needs  for  amino  acids  and  for  specific 
proteins.  There  will  be  early  diagnosis  and 
! correction  of  congenital  defects,  possibly 
' surgery  in  utero,  where  the  mother  provides 
both  nutrition  and  oxygen  far  more  effec- 
tively than  can  be  done  through  artificial 
; means. 

The  second  arena  of  progress  by  the  year 
2000  must  be  a concern  with  access  to 
surgery  for  those  who  need,  and  will  benefit 
by,  surgical  treatment.  Present  and  future 
i surgical  advances  are  meaningless  without 
I access.  During  the  Korean  and  Vietnamese 
wars  we  learned  how  to  bring  patients  very 
1 rapidly  to  areas  where  they  could  be 
; competently  treated,  which  resulted  in  a high 
j percentage  of  survival  and  rehabilitation.  We 
' have  not  yet  extended  this  to  civilian  life,  but 
I predict  that  in  twenty  years  we  shall,  so  that 
. by  the  year  2000  a civilian  will  have  as  good 
a chance  of  surviving  an  accident  as  does  a 
soldier. 

“Unecessary  surgery”,  currently  a depre- 
catory and  much  misunderstood  term,  will  be 
redefined  by  the  consumer,  possibly  on  a 
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cost  benefit  ratio,  into  “essential  surgery” 
and  “necessary  surgery”.  Priorities  will  be 
established  defining  by  categories  who  can 
receive  what  services  paid  for  by  public 
funds,  and  probably  how  many  expensive 
procedures  of  marginal  benefit  can  be 
performed.  All  of  us  will  share  the  burden  of 
the  extremely  difficult  process  of  priority  and 
decision-making. 

Surgical  costs  per  unit  of  service  will  be 
reduced  by  the  year  2000  in  terms  of  our 
current  dollar.  Ambulatory  and  “in-and-out” 
•same-day  treatment  will  care  for  thirty  per 
cent  or  more  of  all  surgical  patients. 

The  year  2000  should  see  the  widespread 
availability  of  surgical  patient-care  teams, 
with  surgical  assistants,  surgical  nurses,  and 
well-trained  emergency  care  personnel.  Im- 
proved transportation  for  medical  purposes 
will  provide  virtually  all  the  population  with 
access  to  facilities  appropriate  for  their 
needs.  Much  wider  public  knowledge  of  the 
need  for  and  the  capabilities  and  limitations 
of  surgery  will  result  in  more  efficient  use  of 
expensive,  yet  essential  care. 

It  is  clear  that  technical  advances  will  far 
outstrip  ability  to  pay  the  cost  of  providing 
some  of  these  surgical  services  for  all.  There 
will  be  a clear  economic  limitations  to  what 
we  can  afford.  Surgery  will  participate  in,  but 
cannot  make  all  the  decisions  as  to  how 
surgical  health  care  is  to  be  rationed.  This  is 
the  biggest  challenge  for  the  year  2000. 

IV.  Maternal  and  Child  Health  in  the  Year  2000 

By  Leo  Stern,  MD 

Let  me  begin  by  indicating  what  popu- 
lation changes  are  projected  for  the  year 
2000.  Figures  from  that  outstanding  medical 
journal.  The  New  York  Times,  show  a trend 
which  everybody  seems  to  agree  upon, 
namely  that  the  fertility  rate  is  declining  and 
that  our  birth  rate  per  1000  women  (even  by 
the  year  2000,  it  will  still  be  only  the  women 
who  will  be  able  to  become  pregnant)  keeps 
on  declining.  We  face  not  only  a declining 
number  of  births,  but  we  are  also  beginning 
to  develop  an  ever-increasing  older  popu- 
lation. The  median  age  of  the  population  is 
on  the  rise.  This  is  likely  to  continue, 
paralleling  increased  successes  in  coping  with 
a variety  of  increasingly  complex  and 
difficult  diseases.  The  percentage  of  people 
over  the  age  of  65  is  increasing  as  well.  In 
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1900  only  4.1  per  cent  of  the  population  was 
over  65  years  of  age.  By  the  year  2000  it  is 
projected  that  11.7  per  cent  and  by  the  year 
2050,  16.1  per  cent  ol  the  population  will 
represent  an  ever-increasing  older  portion  of 
the  total  population  of  this  country. 

There  are  currently  two  extremes  in  kinds 
of  population,  at  least  in  the  Western  world, 
for  which  data  is  available.  On  the  one  hand, 
there  is  the  population  structure  of  Mexico, 
which  has  a lot  of  young  infants  and 
children,  a very  high  mortality  rate  for  young 
children  and  young  adults,  and  a population 
very  steeply  pyramided  toward  the  age  of  75 
and  over.  In  other  words,  your  proportionate 
chances  of  getting  to  be  over  75  in  Mexico 
are  not  nearly  as  good  as  they  are  in  Sweden, 
where  there  is  a fairly  stable  population  base. 
One  may  argue  that  conceivably  a cradle-to- 
grave  social  security  system  or  homogeneity 
of  population  has  assured  a much  better 
chance  of  reaching  the  older  age  group. 
Trying  to  project  this  country’s  future  based 
on  present  statistics,  we  see  a change  toward 
a pyramided  structure  so  that  by  the  year 
2000  the  projection  for  the  United  States  will 
show  a much  older  population  propor- 
tionately. Presumably,  if  one  can  outlive 
some  of  the  diseases  of  this  age  period,  one 
has  an  increasingly  good  chance  of  reaching 
an  even  older  age. 

What  does  this  mean  for  us?  Does  it  really 
mean  that  there  are  going  to  be  fewer  sick 
children  to  look  at?  I do  not  think  so.  I do  not 
think  so,  because  we  have  come  to  an  era 
when  much  of  the  treatment  of  children  with 
complex  diseases  has  developed  into  an 
integrated  and  very  elegant  approach  toward 
diseases  that  were  not  treatable  in  the  past. 
The  survival  rate,  for  example,  of  children 
with  leukemia,  which  now  becomes  an 
almost  curable  condition,  will  impose  upon 
us  (although  we  have  fewer  children)  children 
with  a great  many  more  difficult  and 
complex  medical  problems.  The  overall 
decline  in  the  birth  rate,  therefore,  is  not 
likely  to  put  people  who  care  for  children  out 
of  work.  In  fact,  it  would  be  my  view  that  we 
need  to  develop  far  more  elegant  methods  of 
delivery  of  complicated  forms  of  care,  not 
only  for  children,  but  for  growing  adults  and 
for  pregnant  women  as  well. 

1 would  like  to  focus  not  on  what  1 think  is 
going  to  happen,  because  1 do  not  know 


what  is  going  to  happen,  but  on  some  of  the 
problems  to  which  we  need  to  address 
ourselves  given  the  changing  times. 

The  primary  problem  is  that  the  current 
American  (i.e.  North  American)  system  of 
using  physicians  to  deliver  all  forms  of  health 
care  shall,  in  my  view,  have  to  go.  It  is 
inefficient,  it  is  a waste  of  medical  talent  in 
some  areas,  and  it  does  not  deliver  the  kind 
of  care  that  we  are  capable  of  providing.  In 
the  maternal  and  child  health  field  there  is 
very  clear  evidence  that  a variety  of  non- 
medical and  paramedical  personnel  can  very 
nicely  operate  antenatal  maternity  clinics. 
This  has  been  done  in  England  for  years. 
Paramedical  personnel  have  been  operating 
newborn  intensive  care  units  very  effectively 
in  France  for  some  time.  We  are  coming  to 
an  age  when  physicians  will  be  obliged  to  do 
many  more  intellectual  tasks,  but  perhaps 
some  things  that  they  currently  do  can  be 
done  by  others.  We  need  to  provide  for  the 
training  of  such  personnel. 

We  are  coming  to  recognize  that  our  past 
concepts  of  medical  care  crisis  management 
are  invalid.  One  gets  a much  greater  return 
for  one’s  dollar  (or  pound  or  lire)  if  one 
attempts  to  prevent  the  disease  from  occur- 
ring in  the  first  place.  As  a society,  the  United 
States  and  its  North  American  friends  are 
very  good  at  coping  with  the  crisis  situation. 
As  a society  they  are  also  rather  bad  at 
preventing  the  situation  from  occurring  in 
the  first  place.  There  are  two  very  good 
examples  in  the  care  of  newborn  infants  that 
should  rivet  our  attention.  The  first  of  these 
is  the  Rh  story,  which  in  the  past  25  years 
has  progressed  from  a killer  of  jaundiced 
babies,  to  the  identification  of  the  disease,  to 
the  development  of  Rh  immune  globulin 
immunization  which  is,  in  effect,  capable  of 
eradicating  the  disease  universally  if  it  is 
properly  applied.  It  is  a good  example  of  the 
fact  that  science  is  necessary  for  medical 
progress.  Those  who  talk  about  clinical 
medicine  without  science  know  not  whereof 
they  speak. 

The  coming  decade  for  newborn  infants 
heralds,  1 think,  the  prevention  of  hyaline 
membrane  disease,  a disease  which  became 
famous  when  the  late  President  John  F. 
Kennedy’s  child  died  of  it,  and  which  still 
takes  a toll  of  about  25,000  infants  a year  in 
this  country.  The  ability  to  enhance  pulmo- 
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nary  maturation  by  biochemical  means  may 
well  avoid  the  onslaught  of  the  disease 
altogether.  Not  only  will  it  be  better  in  the 
long  run,  but  it  will  be  cheaper  than  treating 
thousands  of  these  children  after  birth  for  the 
possible  complications  of  pulmonary  in- 
sufficiency. 

Finally,  we  have  to  begin  to  look  a little 
more  carefully  at  our  own  history.  In  the 
early  seventeenth  century  William  Harvey 
described  the  circulation  of  the  blood  (De 
Circulatione  Sanguinis).  In  discussing  the 
difference  between  the  embryonic  or  fetal 
circulation  and  the  adult  circulation,  Harvey 
made  the  point  that  in  the  human  fetus  the 
circulation  is  arranged  in  parallel  so  that  the 
output  of  one  ventricle  functions  indepen- 
dently of  that  of  the  other  ventricle.  This  is  a 
nice  arrangement  when  you  are  an  embryo.  It 
is  also,  as  he  pointed  out,  an  inefficient  and 
poor  arrangement  once  you  are  born. 
Therefore,  after  birth  the  two  ventricles  work 
in  series  so  that  each  knows  what  the  other 
does.  And  the  output  of  one  is  directed 
entirely  to  the  output  of  the  other.  We  have 
not  yet  learned  this  lesson  in  our  approach  to 
the  health  of  children  in  this  world.  As  an 
example,  there  is  currently  an  extensive 
propaganda  campaign  for  some  of  us  to  go 
to  India  to  establish  intensive  care  units  for 
newborn  infants  to  help  treat  serious  neo- 
natal disease.  In  parts  of  that  country  there  is 
a forty  per  cent  mortality  of  children  under 
the  age  of  one  year  from  malnutrition.  The 
problem  is:  Can  a society  address  itself  to 
the  former  without  solvling  the  latter?  There 
is  no  use  in  expending  our  energies  to  do  A, 
when  B,  C,  and  D will  invalidate  what  A 
accomplishes.  In  that  respect  we  are  still 
operating  in  an  embryonic  stage  of  how 
health  care  for  children,  or  indeed  for 
anybody,  is  delivered.  Not  only  must  our 
priorities  be  realistic;  they  must  also  be 
capable  of  providing  solutions  which  will 
approach  an  entire  problem  rather  than  just 
attacking  it  piecemeal,  each  from  his  or  her 
own  bias.  We  owe  it  both  to  the  world’s 
children  and  to  ourselves. 

V.  The  Health  Care  System  in  the  Year  2000 

By  Albert  F.  Wessen,  PhD 

We  have  become  used  in  recent  years  to 
hearing  that  our  health  service  is  in  a state  of 
crisis,  a crisis  evinced  by  a gnawing  feeling 
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that  there  is  a terrible  gap  between  all  of  the 
potentialities  • that  we  have  heard  about 
already  and  our  ability  to  deliver  them  to 
people.  It  is  likely  that  this  feeling  of  unmet 
ability  to  deliver  on  potentiality  will  continue 
to  be  with  us  if  not  to  increase  in  the  future. 
We  have  had  a feeling  of  crisis  because 
people  have  said  that  the  health  care  system 
has  not  been  accountable  to  the  consumer 
the  people  that  it  has  not  delivered  what  it 
promised,  nor  has  it  been  w'illing  to  listen  to 
what  people  wanted  and  to  adjust  easily 
enough. 

We  have  been  shown  by  our  epidemiolo- 
gist colleagues  that  most  of  the  decline  in 
mortality  which  has  meant  so  marked  a 
demographic  shift  in  the  last  50  years  cannot 
be  counted  as  medical  progress,  but  rather  as 
a sign  of  the  increased  and  improved 
standards  of  living  of  people  around  the 
world.  We  are  told  that,  despite  the  billions 
that  we  are  putting  into  medical  research,  we 
in  our  country  are  falling  farther  and  farther 
behind  relative  to  other  countries  in  terms  of 
life  expectancy,  in  terms  of  declining  infant 
mortality,  and  the  like.  Most  of  all  we  are 
told  that  we  are  in  a crisis  because  medical 
care  just  costs  too  much.  When  I was  in 
graduate  school,  it  was  taken  as  a law  that 
the  health  care  services  in  most  developed 
countries  accounted  for  about  4 per  cent  of 
the  gross  national  product.  In  the  United 
States  it  is  no  longer  4 per  cent  it  is  8 per  cent 
and  going  up.  In  a society  which  is  no  longer 
one  of  abundance  but  of  increasing  scarcity, 
we  are  worried  that  we  can  no  longer  afford 
to  pump  money  into  an  establishment  that 
does  not  meet  our  expectations,  and  so  crisis 
is  the  keynote. 

By  the  year  2000  I believe  that  the  crisis 
may  still  be  with  us,  but  that  it  will  be  well 
on  its  way  to  resolution.  ITe  outlines  of  a 
changed  approach  may  be  much  clearer  than 
they  are  now.  Our  health  care  system  has 
been  based,  as  has  our  medical  education 
system,  upon  the  notion  of  the  hospital  as  the 
center  of  the  system,  the  hospital  as  the 
community  center  which  will  dispense  the 
miracles  of  medical  technology  to  those  who 
need  it  and  which  will  be  the  nerve  center  of 
medical  care.  1 believe  we  shall  increasingly 
change  our  focus  and  see  the  hospital  no 
longer  as  the  center,  but  as  the  referral  place 
to  which  the  minority  who  need  special 
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procccilircs  should  go.  Attention  will  be  on 
the  delivery  of  care  through  polyclinics  in 
health  maintenance  organizations,  in  what- 
ever institutional  form  we  evolve.  This  will 
mean  a major  adaptation  lor  medical 
education,  an  adaptation  which  we  have  only 
begun  to  think  about. 

Secondly,  we  shall  see  a system  in  which 
many  of  the  tasks  which  we  think  of  today  as 
being  solely  the  prerogative  of  the  physician 
are  carried  out  not  only  by  others  in  the 
health  prolcssions,  but  also  by  lay  people 
themselves.  By  the  year  2()()0  we  shall  be 
depending,  as  we  have  not  now  even  begun 
to  depend,  upon  people  to  be  responsible  for 
themselves  and  to  do  in  selfcare  things  that 
today  require  the  intervention  of  expensive 
professionals.  Not  only  shall  we  as  a 
population  have  to  be  much  better  educated 
about  the  science  of  medicine  and  about  the 
practical  things  that  we  can  do  to  remain 
healthy;  we  shall  also  have  to  motivate  our 
population,  as  it  has  never  before  been 
motivated,  to  apply  concepts  of  selfcare  early 
before  the  damage  is  done,  and  before  the 
special  and  expensive  method  of  substituting 
spare  parts  becomes  the  only  way  out. 

This  will  mean  a change  in  orientation 
from  a medical  care  system  to  a health  care 
system.  If  there  is  any  self-delusion  among 
health  professionals  today,  it  is  precisely  that 
they  do  not  realize  that  they,  as  profes- 
sionals, come  in  to  try  to  put  out  the  fire,  or 
to  repair  the  damage,  or  to  take  care  of  those 
for  whom  health  (in  the  fullest  sense  of  the 
word,  at  least)  is  no  longer  possible.  We 
shall,  I believe,  as  professionals,  as  citizens, 
and  as  societies  orient  ourselves  by  the  year 
2000  toward  a health-directed  set  of  activities 
in  which  prevention  becomes  the  watchword. 
We  have  made  major  inroads  in  many  of  the 
diseases  of  the  past  through  prevention. 
There  may  be  a few  more  diseases  susceptible 
to  this  approach.  But  I believe  my  professor 
was  right  twenty  odd  years  ago  when  he  said, 
“The  trouble  is,  you  know,  that  psychiatrists 
have  never  been  able  to  find  a ‘schizococcus’. 
If  they  could,  we  could  have  a vaccination.”  I 
suspect  that  the  “schizococcus”  will  remain 
an  elusive  microorganism,  but  1 believe  that 
prevention  will  increasingly  direct  our  at- 
tention to  our  total  environment  and  to  the 
interaction  between  ourselves  and  the  pol- 
lutants around  us,  to  the  social  systems 


within  which  we  work,  to  providing  systems 
of  social  support  for  those  who  need  them,  to 
planning  ahead,  and  to  doing  those  things 
which  will  allow  health  to  remain. 

Preventive  medicine’s  biggest  problem  is 
that  most  of  the  things  that  work  in  a 
preventive  way  are  unpleasant.  If  our 
scientists  could  find  something  pleasant  that 
prevents  something,  something  that  would 
allow  us  to  eat  what  we  want  rather  than 
something  we  like,  we  would  be  farther 
along.  I doubt  that  this  will  be  possible;  so 
we  are  thrown  back  to  the  problem  of  social 
support,  motivation,  and  education. 

Ihe  basic  intellectual  model  in  which 
medicine  has  been  developed  may  be  at  a 
point  where  it  is  likely  to  undergo  a cha  'ge. 
We  have  focused  almost  exclusively  on  a 
purely  biomedical  model  which  has  paid 
attention,  at  increasingly  fundamental  levels, 
to  that  which  went  on  in  the  internal 

environment.  We  have  assumed  that,  if  we 
understood  that  well  enough,  we  should  be 
able  to  cure  disease.  We  recognize  increasing- 
ly some  things  which  we  really  always  have 
known,  that  disease  is  the  product  of 

interaction  between  an  internal  and  an 
external  environment,  and  that  the  external 

environment  involves  the  behavioral,  the 

social,  and  the  psychological  environments  of 
people.  Both  in  understanding  disease  and  in 
dealing  with  prevention  we  must  develop  a 
model  which  does  not  discard  increasing 
scientific  knowledge  at  the  biomedical  level, 
but  rather  integrates  it  with  knowledge,  now 
only  in  its  infancy,  about  the  way  in  which 
people  behave  and  how  this  affects  their 
environment.  Acceptance  of  a changed  medi- 
cal model  is  a possibility  by  the  year  2000. 
With  this  change  it  may  well  be  that  the 
problems  of  social  structure  will  be  managed 
more  easily  than  they  have  been  in  the  past. 

VI.  Psychiatry  in  the  Year  2000 

By  Robert  J.  Westlake,  MD 

The  year  2000  is  only  some  twenty  odd 
years  away.  In  order  to  get  some  idea  of  that 
time  span,  I went  back  to  examine  a copy  of 
the  American  Journal  of  Psychiatry  from  the 
year  1954.  In  this  journal  I noted  reports  of 
nineteen  different  fields  of  research.  On 
closer  examination,  however,  I noted  that 
one  of  the  longest  discussions  in  the  1954 
journal  was  devoted  to  a disease  which  has 
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all  but  disappeared  today  (neurosyphilis). 
Ihe  psychological  theories  and  techniques 
described  seemed  somewhat  stilted,  reflecting 
a cultural  and  social  philosophy  which  no 
longer  exists.  Most  of  the  research  described 
has  made  very  little  impact  upon  the  plight  of 
the  mentally  ill  today. 

The  one  paper  of  astounding  importance 
was  the  three  paragraph  announcement  of 
the  introduction  in  France  of  a new 
experimental  drug,  chlorpromazine,  which 
has  become  the  parent  compound  for  a vast 
series  of  drugs  effective  in  the  treatment  of 
schizophrenia.  Ihese  drugs  more  than  any- 
thing else  have  contributed  to  the  massive 
decrease  in  the  numbers  of  residents  in 
mental  hospitals  during  the  last  twenty  years. 
During  this  period,  while  our  population  has 
increased,  the  number  of  persons  hospitalized 
in  psychiatric  facilities  has  dropped  from 
500,000  to  less  than  300,000. 

From  my  observations  of  this  journal  of 
more  than  twenty  years  ago,  I draw  several 
conclusions  about  psychiatry  more  than 
twenty  years  in  the  future; 

1.  The  diseases  we  treat  will  be  different. 
Those  most  common  and  difficult  today  may 
be  absent  or  their  treatment  easy  by  the  year 

. 2000. 

2.  Psychological  interventions  to  be  use- 
' ful  will  have  to  mold  themselves  to  a rapidly 
j changing  culture  and  be  based  on  repro- 
I ducible  experimental  data.  Current  work 
' with  behavioral  treatment  suggests  that  very 
! powerful  results  may  be  obtained  by  focused 
' application  of  specific  psychological  theory. 

I 3.  Biological  investigation  and  discovery 
I will  yield  further  insights  demonstrating 
I structural  and  chemical  bases  for  disturbed 
I behavior. 

This  is  clearly  the  beginning  of  the  era  of 
' biologic  psychiatry.  The  new  drug  treatments 
! have  opened  the  door  to  an  understanding  of 
■ specific  neural  pathways  and  metabolic 
mechanisms  in  the  brain  which  can  be 
activated  or  depressed  to  alter  mood  or 
create  hallucinations.  This  knowledge  may 
' eventually  explain  such  mysteries  as  emotion, 
thought,  and  memory.  As  biologic  under- 
standing increases,  we  may  have  in  our  hands 
V extremely  powerful  tools  to  alter  mental 
functioning.  This  in  turn  may  present 
problems  in  social  control  of  the  use  of  these 
tools. 

Medicine  In  The  Year  2000.  A Symposium. 


1 was  not  satisfied  by  the  1954  Journal 
alone;  so  1 went  to  the  Science  l ibrary  at 
Brown  University,  and  scanned  the  American 
Journal  of  Psychiatry  for  January  2000. 
From  it  1 can  report  directly  about  future 
developments  and  will  list  some  of  the  more 
interesting  titles:  1.  “Human  Hibernation 

Treatment  of  Psychosis  associated  with 
Interplanetary  Travels;  Report  of  a Series.” 
2.  “Use  of  the  Brain  Pacemaker  as  an 
Electrical  Mood  (ienerator  in  Manic  De- 
pressive Illness.”  3.  “Pharmacologic  Jreat- 
ment  of  Mental  Retardation:  Review  of  all 
Drugs  which  increase  IQ  by  More  than  20 
Points.”  4.  “Interactixe  Videophone  Group 
Therapy  in  the  Jreatment  of  the  Social 
Crowding  Syndrome.”  5.  “The  Role  of  the 
Technician  in  Resolving  Patients  Negative 
Feelings  Towards  the  Computer- I'herapist.” 
6.  “Court-Ordered  Behavioral  Change  F’ro- 
grams  for  Persons  with  Social  Maladjust- 
ment Syndromes.”  Now  from  these  titles  one 
can  draw  many  observations  about  what 
psychiatry  will  be  like  in  the  21st  century.  1 
shall  comment  on  only  two  of  these  subjects, 
the  basis  of  which  can  be  seen  in  current 
psychiatry. 

First,  with  regard  to  the  computer,  com- 
puter technology  has  begun  to  make  an 
immense  impact  in  all  aspects  of  medicine. 
Already  in  experimental  programs  computers 
have  been  used  to  take  medical  and  psychi- 
atric histories  directly  from  patients,  perform 
diagnosis,  and  even  to  do  psychotherapy  (at 
the  remarkably  competitive  price  of  $3.00  per 
hour).  Currently  in  the  Salt  Fake  City  VA 
Hospital  computerized  diagnostic  procedures 
are  used  to  shorten  the  usual  five-day  patient 
assessment  into  five  hours.  The  majority  of 
the  testing  is  done  by  direct  interaction  of 
patient  and  computer  terminal  with  only 
minimal  assistance  from  a technician.  The 
cost  is  only  a fraction  of  conventional 
assessment,  and  the  more  accurate  outpatient 
diagnostic  approach  has  resulted  in  a re- 
duction in  admissions  and  great  savings  to 
the  hospital.  The  program  is  well  accepted  by 
most  patients.  A similar  computer-patient 
testing  procedure  will  begin  this  month  at 
Butler  Hospital  in  Providence,  Rhode  Island 
as  part  of  a research  project  on  the  validity  of 
psychiatric  diagnosis. 

Computers  may  be  used  to  store  individual 
medical  histories  in  a national  memory  bank, 
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to  recall  them  instantly  and  exactly  whenever 
needed,  and  to  review  them  in  the  light  ol 
new  symptoms  and  new  medical  treatments. 
A first  step  in  this  direction  is  already 
underway  in  lour  states  including  Rhode 
Island.  Demographic  and  some  historical 
data  eoneerning  all  psychiatric  admissions 
arc  collected  and,  alter  double-coding  to 
protect  confidentiality,  are  stored  in  a central 
computer  in  Rockland,  New  York. 

A further  application  of'  computers  is  the 
storage  of  much  of  the  technical  information 
which  we  now  try  to  store  in  the  heads  ol 
medical  students.  I his  application  in  the  next 
century  will  allow  us  to  select  candidates  for 
medical  school  with  aptitudes  which  differ 
from  those  of  the  present  students,  and  to 
develop  a new  type  of  clinician  with  more 
skill  and  interest  in  interpersonal  relation- 
ships. Behavioral  science  will  play  a larger 
role  in  the  education  of  all  medical  per- 
sonnel, and  doctors  will  again  be  able  to  be 
truly  interested  in  their  patients  as  persons. 
This  development  will  be  welcomed  by  the 
public,  who  will  sense  a return  of  the  “family 
doctor”,  absent  since  the  rapid  expansion  of 
scientific  medicine  began  in  the  20th  century. 

With  regard  to  the  paper  on  videophone, 
communications  technology  will  also  have 
considerable  impact  on  psychiatry  by  the 
year  2000.  Closed  circuit  television  is  now  in 
use  to  provide  psychiatric  consultation  be- 
tween the  Mental  Health  Center  at  Dartmouth 
and  rural  hospitals,  and  between  Mount 
Sinai  Hospital  of  New  York  and  inner  city 
mental  health  centers. 

The  wide  development  of  the  videotele- 
phone may  make  the  electronic  house  call 
commonplace  and  greatly  facilitate  individ- 
ual psychotherapy,  group  therapy,  and 
family  therapy  all  of  which  could  be 
performed  without  any  of  the  participants 
leaving  home  or  office.  Videophone  sessions 
may  all  but  replace  psychiatric  outpatient 
clinics  and  help  to  reduce  hospitalization  by 
more  available  early  intervention. 

I conclude  after  examining  these  two 
journals  that  psychiatry  by  the  year  2000  will 
have  moved  to  resume  its  ancient  position  as 
a central  medical  discipline  and  become  a 
critical  part  of  the  functioning  of  every 
clinician.  The  changing  medical  and  social 
context  will  present  entirely  new  psychiatric 
problems,  and  the  medical  personnel  of  the 


future,  in  part  because  of  their  reliance  on 
computers,  will  have  both  time  and  the 
aptitude  to  learn  from  psychiatry  again  the 
central  medical  skills  of  interpersonal  rela- 
tionship and  empathy. 
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ERRATUM 

An  entry  for  Marshall  N.  Fulton,  MD 
was  omitted  from  the  “Rhode  Island 
Medical  Necrology — 1977”  { RIMedJ  6\ 
(2);54-6,  Feb  78).  We  apologize  for  this 
omission,  and  call  attention  here  to  two 
special  papers  in  this  month’s  issue: 
“Marshall  Nairne  Fulton,  MD,  1899- 
1977”  by  Milton  W.  Hamolsky,  MD; 
and  “Sir  William  Osier’s  Better  Half’ 
by  Marshall  N.  Fulton,  MD. 

Ed. 


NEW  MEDICAL 
BUILDING 

• Directly  across  from  Memorial  Hospital 

• Ready  for  occupancy  June  1,  1978 

• Design  Your  Own  Office 

Contact: 

Mr.  William  Moran 

69  Read  Avenue 
Lincoln,  Rl  02865 

Phone:  726-4692 
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MALPRACIIGE 

QUESnONS 

Depend  on  Starkweather  & Shepley 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & Shepleymc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


Offices  for  Professionals... 
Professionals. 


Your  office  should  have  two  majoi’ 
characteristics:  it  should  be  func- 
tional and  it  should  reflect  your  per- 
sonality and  your  profession.  We 
can  provide  a complete  overall  plan 
for  your  private  office,  the  reception 
area,  or  the  general  office  area  We’ll 
furnish  exactly  what  you  need:  furn- 
iture, draperies,  carpeting,  even 
lamps  and  accent  pieces.  And  we  in- 
stall and  service  everything  we  sell. 

Come  talk  to  our  professional  inte- 
rior designers  about  your  special 
office  needs  When  you  see  the  model 
offices  in  our  store,  you’ll  appreciate 
what  we  can  do  for  you. 

RoitmanfrSon,Inc. 

Fine  Furniture  and  Accessories 

161  South  Main  Street 
Providence,  Rhode  Island  02903 
Telephone  { 40 1 ) 86 1 -60 1 0 

Convenient  terms  • Free  parking 
Professional  interior  design  service 
Free  dehvery  within  our  trading  area 
Open  Mond^  and  Thursday  evenings  until  9 


May.  1978 
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Marshall  Nairne 


By  Milton  W.  Hamolsky,  MD 


Fulton,  MD,  1899-1977 


Doctor  Marshall  Nairne  Fulton  was  born  on 
March  10,  1899  in  Keokuk,  Iowa  and  was  ed- 
ucated in  the  Keokuk  Public  School  System. 
He  attended  Brown  University  from  1916  to 
1920,  with  a brief  hiatus  from  July  to 
December  1918  for  service  in  the  Army 
Training  Corps.  He  was  appointed  a Rhodes 
Scholar  and  attended  Oxford  University 
from  1920  to  1923,  where  he  graduated  with 
honors  in  physiology.  He  returned  to  attend 
Johns  Hopkins  University  Medical  School, 
from  which  he  received  his  MD  Degree  in 
1925.  He  then  served  as  a medical  house 
officer,  assistant  resident,  and  resident  physi- 
cian at  the  Peter  Bent  Brigham  Hospital  in 
Boston,  Massachusetts  from  1926  to  1931. 
He  returned  to  Providence  where  he  entered 
the  private  practice  of  Medicine,  but  was 
called  back  to  Boston  in  1932  to  serve  as 
Director  of  the  Department  of  Medicine 
Laboratory  at  Harvard  Medical  School, 
where  he  advanced  to  Associate  in  Medicine 
and  Senior  Associate  at  the  Peter  Bent 
Brigham  Hospital.  From  1942  to  1946  he 
served  as  a Major,  Lieutenant  Colonel,  and 
Colonel  in  the  Medical  Corps  of  the  Army, 
serving  as  the  Chief  of  the  Cardiovascular 
Section  and  Assistant  Chief  of  the  Medical 
Service  at  Walter  Reed  General  Hospital, 
Chief  of  the  Medical  Service  at  the  Valley 
Forge  General  Hospital,  and  Chief  of  the 
Medical  Service  at  the  White  Sulfur  Springs, 
West  Virginia  army  hospital.  It  was  there 
that  he  met  or  treated  Generals  Dwight  D. 
Eisenhower,  Omar  Bradley,  Brehon  B.  Som- 

Memorial  minute  read  at  Faculty  Meeting,  Brown 

University,  November  I,  1977. 

MILTON  W.  HAMOLSKY,  MD,  Professor 
of  Medical  Science,  Brown  University,  Provi- 
dence, RI;  Physician-in- Chief,  Department 
of  Medicine,  Rhode  Island  Hospital,  Provi- 
dence, RI 


erville,  Joseph  W.  Stillwell,  and  Jonathan  M. 
Wainwright.  He  was  awarded  the  Legion  of 
Merit  of  the  United  States  Army  in  1946.  He 
returned  to  the  private  practice  of  Internal 
Medicine  in  Providence,  Rhode  Island  from 
1946  to  1966.  He  served  as  Physician-in-Chief 
of  the  Department  of  Medicine  at  the  Rhode 
Island  Hospital  from  1948  to  1963,  president 
of  the  Rhode  Island  Hospital  Staff  Associa- 
tion, and  Consulting  Physician  to  the  Roger 
Williams  General  Hospital,  Westerly  Hospi- 
tal, the  United  States  Veterans  Administra- 
tion Hospital,  Women  and  Infants  Hospital, 
Pawtucket  Memorial  Hospital,  and  The 
Miriam  Hospital.  In  1963  he  became  the  first 
Brown  University  Professor  of  Medicine  at 
Rhode  Island  Hospital  in  Brown’s  new 
Program  in  Medicine  and  was  elevated  in 
1964  to  Professor  Emeritus  which  position  he 
held  until  his  death  in  May  of  1977. 

He  was  a member  of  the  American 
Medical  Association,  the  Providence  Medical 
Association,  and  the  Rhode  Island  Medical 
Society,  and  served  for  many  years  as 
chairman  of  its  Postgraduate  Education 
Committee  and  of  its  Committee  on  Scienti- 
fic Assembly.  A Fellow  of  the  American 
College  of  Physicians,*  he  served  as  Gover- 
nor for  Rhode  Island  in  1953-62,  Chairman 
of  the  Board  of  Governors  from  1959  to 
1962,  vice-president  from  1962  to  1963,  and 
regent  from  1963  to  1969,  and  attained  its 


* Doctor  Fulton  was  cited  in  the  Annals  of  Internal 
Medicine  for  his  “eminence  in  affairs  of  the  American 
College  of  Physicians.”  As  Chairman  of  the  College’s 
Committee  on  Publications,  1962-1968,  “he  w'as 
proud  of  the  College,  its  goals,  its  programs,  its 
membership,  but  particularly  of  this  journal.  , . His 
education  gave  him  an  unusually  strong  affection 
for  the  culture  and  traditions  of  the  English-speaking 
w-orld.  This  affection  led  him  to  expect  that  Annals 
of  Internal  Medicine  would  further  the  College’s 
work  according  to  the  standards  developed  through 
centuries  of  Anglo-American  medicine.”  (Ann  Intern 
Med  87(5):630,  Nov  77).  Ed. 
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highest  award.  Master  of  the  C'ollege.  He  was 
awarded  its  Stengel  Medal  lor  outstanding 
serviee  to  the  C'ollege  in  1971.  He  was  a 
member  of  two  of  the  most  prestigious  of 
aeademie  medical  societies  the  American 
Society  for  Clinical  Investigation  and  the 
Association  of  American  F’hysieians.  He  also 
served  as  president  of  the  American  Clinical 
and  C’limatologieal  Association.  Pursuing  his 
special  interest  as  a cardiologist,  he  served 
the  Rhode  Island  Heart  Association  as 
President  from  1953  to  1955,  the  New 
England  Heart  Association  as  Vice-President 
from  1948  to  1949,  and  the  New  England 
Cardiovascular  Society  as  Vice-President 
from  1952  to  1953,  and  was  a member  of  the 
American  Heart  Association. 

He  achieved  comparable  distinctions 
throughout  his  career  at  Brown  University.  He 
was  class  valedictorian  in  1920,  served  as  an 
alumni  trustee  from  1944  to  1947  and  as 
President  of  the  Brown  University  Trustees 
Emeriti  1967,  received  an  honorary  degree 
(Sc.D.)  in  I960  and  served  as  Chief  Marshall 
for  the  University  Commencement  in  1970, 
Chairman  of  the  50th  Anniversary  Gift 
Committee  of  the  Capital  Fund  Drive  of 
Brown’s  Program  for  the  70’s  and  one  of  the 
two  physicians  on  the  Medical  Resource 
Committee  during  the  development  of  the 
Program  in  Medicine.  He  was  awarded  the 
W.  W.  Keen  Distinguished  Service  Award  by 
the  Brown  Medical  Association  in  June  1976. 

He  served  as  a commissioner  on  the 
National  Joint  Commission  of  Accreditation 
of  Hospitals,  representing  the  American 
College  of  Physicians. 

Among  his  numerous  community  services, 
he  was  a Trustee  of  Butler  Hospital,  the 
Mary  C.  Wheeler  School,  St.  Elizabeth 
Home  for  Aged  Women  and  Roger  Williams 
College.  He  and  his  wife,  Mary  Howe 
DeWolf,  arranged  for  the  acquisition  of  63 
acres  of  the  Ferry  Cliff  Farm  to  serve  as  the 
Bristol  campus  of  Roger  Williams  College. 
He  was  a member  of  the  Vestry  of  St. 
Martin’s  Church  in  Bristol.  He  served  as  the 
Rhode  Island  member  of  the  New  England 
District  Rhodes  Scholar  Selection  Commit- 
tee and  was  a Chief  Medical  Examiner  for 
the  Rhode  Island  Board  of  the  National 
Board  of  Medical  Examiners. 

The  mere  recital  of  so  impressive  and 
distinguished  a career  says  little  of  the  man. 


fo  those  who  knew  him  best  he  was  the 
epitome  of  the  renaissance  man  combining, 
in  the  words  of  Professor  Brice  Lyon, 
“Intelligence,  inquisitive  spirit,  happy  versa- 
tility, appreciation  of  beauty,  acute  sensiti- 
vity, understanding  of  man’s  unique  spirit 
and  creativity,  and  joie  de  vivre.  Truly  a 
C'hristian  humanist.” 

One  of  the  dominant  themes  of  his  life  was 
music.  He  began  to  play  the  piano  at  age 
seven,  played  in  the  Keokuk  High  School 
orchestra,  and  when  expert  turned  to  master 
the  piccolo.  During  his  four  years  at  Brown 
he  played  the  tuba  in  the  band  and,  since 
there  was  no  available  music  for  the  tuba,  he 
transcribed  his  own  music  from  the  piccolo 
score.  During  his  tenure  at  Oxford  he  rented 
a piano  and  mastered  virtually  the  entire 
works  of  Gilbert  and  Sullivan,  which  he 
could  play  and  sing  and  direct  from  memory 
to  the  delight  and  enjoyment  of  his  many 
friends.  And  many  a small  gathering  at  his 
home  or  among  local  society  was  charmed  by 
his  good  humor,  grace,  and  wit,  by  his 
personal  interpretation,  in  words  and  music, 
of  his  favorite  composer,  Brahms,  and 
regaled  by  the  beauties  of  Mozart  and  of 
Vienna.  He  brought  the  same  exuberant 
enthusiasm,  based  on  wide-ranging  inquisi- 
tiveness and  personal  experiences,  selective 
research,  and  a gregarious  but  critical 
receptivity,  to  books,  good  food  and  wine, 
literature,  history,  art,  flags  of  every  descrip- 
tion, and  the  Boston  Red  Sox. 

Doctor  Fulton  served  as  Chief  of  the 
Department  of  Medicine  of  the  Rhode  Island 
Hospital  longer  than  any  of  his  predecessors. 
He  was  responsible  to  a major  degree  for  the 
development  of  the  medical  staff,  internship, 
and  residency  programs  and  teaching  pro- 
grams which  prepared  it  to  serve  as  a major 
teaching  affiliate  of  Brown  University.  He 
first  developed  the  concept  of  a separate 
hospital  Director  of  Medical  Education 
because  of  his  firm  belief  in  the  primary  role 
of  a hospital  in  that  endeavor.  He  served  as 
Chief  when  the  Rhode  Island  Hospital  Board 
of  Trustees  added  research  to  their  explicit 
goals  of  patient  care  and  teaching.  Although 
he  was  strong  in  his  support  of  the  primary 
role  of  the  practicing  physician  in  rendering 
patient  care  and  in  teaching  clinical  medicine 
to  younger  physicians,  he  fully  supported  the 
development  of  the  full-time  Chief  who  could 
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be  completely  committed  to  the  university 
program  in  Medical  Education.  As  his 
successor,  1 continue  to  learn  of  his  high 
principles,  personal  compassion,  and  concern 
for  people,  countless  episodes  of  his  help  at 
a critical  phase  of  a young  physician’s  career, 
his  bountiful  hospitality,  his  truly  unique 
balance  of  a strong  commitment  to  tradition 
in  medicine  with  an  openness  to  change,  and 
a total  and  living  dedication  to  the  principles 
of  Richard  C.  Cabot  and  Hermann  1.. 
Blumgart,“The  secret  of  the  care  of  the 
patient  is  in  caring  for  the  patient.”  A skilled 
and  experienced  and  caring  humane  clini- 
cian, he  taught  his  patients  and  his  students 
and  became,  for  Rhode  Island  and  Brown,  “a 
link  in  the  endless  chain  of  teacher  and 
student,  student  and  teacher  down  through 
the  years.” 

One  of  the  major  forces  in  shaping  the 
young  Fulton  was  the  opportunity  to  live 
while  a student  at  Brown  with  his  unele.  Dr. 
Frank  T.  Fulton,  an  outstanding  Physician 
of  this  community.  Frank  Fulton  had  been  a 
graduate  of  the  third  class  of  Johns  Hopkins 
Medical  School  — the  pioneer  in  the 
development  of  medical  education  within  the 
i fabric  of  a university,  committed  to  the  same 
i principles  of  academic  excellence.  Nurtured 
j by  the  early  great  giants  of  American 
I medicine,  he  filled  the  young  Fulton  with  the 
lore  of  Sir  William  Osier,  who  became 
Marshall’s  exemplar  of  medicine,  the  subject 
of  his  valedictory  address  at  Brown  in  1920. 
It  was  this  continuing  exposure  which  led 
Marshall  to  a medical  career.  Unfortunately, 
he  arrived  at  Oxford  one  year  after  the 
passing  of  Sir  William  Osier,  but  was 
privileged  to  become  a latchkeyer  at  13 
Norham  Gardens,  the  “open  arms”  home  of 
{ the  Osiers,  and  to  have  ready  and  free  aecess 
I to  the  Osier  library,  lawn  tennis  courts,  and 
I the  daily  teas  for  two  or  two  dozen  or  more. 

I Doctor  Fulton  reveled  in  his  experiences 
with  the  great  men  who  had  spent  time  under 
Osier  — such  as  Wilder  Penfield,  Archie 
Malloeh,  William  Franeis,  John  Fulton, 
Professor  Charles  Sherrington,  and  Harvey 
' Cushing.  In  his  later  years.  Doctor  Fulton 
was  a member  of  the  American  Osier 
I Society,  and  it  is  fitting  that  his  last 
professional  aet  was  the  delivery  of  a paper 
at  the  Mayo  Clinic  in  Rochester,  Minnesota, 
on  May  11,  1977,  titled,  “On  Being  a 


Latchkeyer  at  13  Norham  Gardens,  Oxford, 
1920  to  1923"  his  deeply  personal  tribute 
to  Lady  Osier,  given  five  days  before  his 
sudden  and  unexpected  death  while  visiting 
three  of  his  eight  children  in  Colorado. 

Doctor  Marshall  N.  Fulton,  a man  of 
Providence  and  of  Brown,  a beloved  physi- 
cian, a true  Christian,  a scholar,  a teacher  by 
example,  a renaissanee  man,  a gentle  and 
loving  and  thoughtful  husband  and  father, 
committed  to  the  basic  tenets  of  the  medical 
profession  “to  cure  when  possible,  if  not, 
to  alleviate  pain  or  suffering  and,  in  any 
event,  to  attempt  to  ease  the  discomfort  of 
body  and  mind.” 


Rhode  Island  Hospital 
Providence,  Rl  02902 


IDEAL  FOR  DOCTOR 

Within  walking  distance  of  Women  & 
Infants,  Roger  Williams,  Veterans  Hos- 
pitals. 

Off  the  Parkway  in  exclusive  neigh- 
borhood. 

LUXURIOUS  HOUSE 
FOR  SALE 

Designed  by  well  known  architect  for 
local  physician,  4 bedrooms,  2’/2  bath- 
rooms, living,  formal  dining,  large 
family  room  with  fieldstone  fireplace, 
gameroom,  enclosed  porch,  heated 
swimming  pool. 

Exterior  and  landscaping  designed  for 
privacy  and  low  maintenance. 

SOLD  BY  OWNER  FOR 
$1 19,000 

Call  861-5534  for  appointment. 


May,  1978 
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Sir  William  Osier’s  Better  Half 


By  Marshall  N.  Fulton,  MD 


When  1 entered  Oxford  as  a medical 
student  in  the  fall  of  1920,  the  University  was 
getting  back  towards  normal  after  World 
War  1,  and  many  veterans  were  still  in 
residence.  Sir  William  had  died  the  preceding 
December,  l.ady  Grace  Osier,  though  deeply 
saddened  by  the  double  loss  of  both  Sir 
William  and  their  son.  Revere,  had  made  it 
clear  that  her  home  was  still  to  known  as 
“The  Open  Arms.”  The  great  task  that  now 
loomed  was  the  cataloguing  of  Osier’s  books. 
Wilder  Penfield  was  in  residence  for  his  last 
term.  Archie  Malloch,  then  on  a fellowship 
at  Bart’s  Hospital  in  London,  came  regularly 
to  Norham  Gardens  each  weekend,  adding 
cheer,  good  humor  and  spice  to  any 
gathering  there.  Soon  to  arrive  from  Geneva 
was  Billy  Francis,  who  would  undertake  the 
major  task  of  cataloguing  the  books;  and  but 
a short  time  later,  his  daughter,  Marian,  was 
born,  to  add  happy  excitement  to  the  Osier 
household.  John  Fulton’s  advent  at  Magda- 
len was  but  a few  months  off.  Professor 
Charles  Sherrington  was  active  as  the  head  of 
physiology.  There  was  plenty  of  color 
aboard,  even  if  Oxford  had  not  won  the  boat 
race  for  several  years. 

I arrived  on  this  Oxford  scene  with  a fair 


Doctor  Fulton’s  original  title  of  this  paper  was  “On 
Being  a Latchkeyer  at  13  Norham  Gardens,  O.xford, 
1920-1923.”  He  gave  the  paper  on  May  II,  1977  at 
the  Seventh  Annual  Meeting  of  the  American  Osier 
Society  at  the  Mayo  Clinic,  Rochester,  Minnesota. 
He  died  suddenly  five  days  later. 

Reprinted  from  the  November ' December  1977  issue 
of  the  Harvard  Medical  Alumni  Bulletin  with  the 
kind  permission  of  the  publisher  and  the  family  of 
the  late  Doctor  Fulton. 


knowledge  of  Osier,  thanks  to  having  lived, 
while  a student  at  Brown  University,  with  mv 
uncle.  Dr.  Frank  T.  Fulton,  who  had 
graduated  in  the  third  class  to  finish  at  .lohns 
Hopkins  Medical  School  in  1899.  1 had 
heard  of  Osier  many,  many  times.  To  me,  my 
uncle  was  a veritable  James  Bovell.  So  deep 
had  my  own  interest  become  that  when  I was 
privileged  to  give  an  address  at  my  Brown 
Commencement,  1 spoke  on  Sir  William 
Osier.  1 hese  facts  gradually  became  known 
to  Lady  Osier  after  several  delightful,  albeit  a 
trifle  frightening  meetings  at  13  Norham 
Gardens.  And  then  one  day,  after  1 had 
asked  her  one  or  two  apparently  intelligent 
questions,  she  said  in  her  characteristic,  very 
direct  way,  “You  seem  to  know  quite  a lot 
about  us!”  That  afternoon  1 carried  home,  as 
a gift  from  her,  paperback  copies  of  both  A 
Way  of  Life  and  Science  atuf  fmmorialii  v — 
trifling  little  volumes  perhaps,  but  they 
meant  a great  deal  to  a hero-worshipping 
young  medical  student. 


The  library  of  the  Osier  home 


Sir  William  Osler’s  Better  Hale 
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An  c\cn  greater  thrill  came  two  months 
later  when  1 louiul.  on  returning  from  a 
Christmas  \actition.  a sizable  book,  enclosed 
with  a note: 

Dear  Mr.  I'ullon: 

/ shouh!  tike  you  lo  become  used  lo 
readini^  “Osier”  while  you  are  in  Oxford  - I 
send  you  llie  next  full f ion  (English)  so  that  it 
may  become  part  of  your  life  here  and  be 
associated  with  what  f hope  proves  more 
interesting  every  terni.  A Happy  New  Year  to 

\S)U. 

It  was  the  Principles  and  Practice  of 
Medicine.  Here  indeed  was  proof  that  the 
“w'ay  of  life”  of  thoughtfulness  and  caring, 
and  giving  pleasure  to  others  which  had  so 
dominated  the  day-to-day  living  of  these  two 
wonderful  people  still  went  on  with  Lady 
Osier.  Membership  in  the  Latchkeyer  Club 
soon  came  about  and  without  any  fanfare. 
There  were  three  or  four  of  us  at  the  time  I 
was  there.  It  meant  a front  door  key  with  the 
unlimited  pri\ilege  of  coming  whenever  one 
wished,  to  browse  and  study  among  the 
books,  sit  by  an  English  hearthside,  or  play 
tennis  on  the  garden  lawn.  Among  the  other 
latchkeyers  was  John  Fulton  not  a relative 
of  mine,  but  a warm  personal  friend.  It  was 
really  wonderful  to  watch  the  growth  of 
bibliophilia,  even  approaching  bibliomania, 
in  this  remarkably  able  and  brilliant  young 
man.  In  very  short  time,  he  was  way  ahead  of 
all  of  us  and  Dr.  Francis  was  putting  him  to 
work  on  esoteric  problems,  sleuthing  among 
the  books.  Another  was  a delightful  Brit- 
isher, Arnold  Muirhead,  who,  though  not  a 
medic,  was  an  avid  bibliophile.  After  leaving 
Oxford,  Arnold  kept  in  close  touch  with  all 
that  went  on  at  the  Open  Arms,  and  in  1931, 
several  years  after  Fady  Osier’s  death,  he 
published  a charming  memoir  of  her  which 
was  privately  printed  at  the  Oxford  Press. 
And  Harvey  Cushing  was  there,  working  on 
his  biography  of  Osier. 

Of  course,  the  greatest  privilege  of  all  was 
the  opportunity  to  come  to  know  Lady  Osier. 
The  attribute  that  comes  first  to  mind  was 
her  grea“t  concern  for  others.  This  encom- 
passed every  degree  of  a full  circle — from  the 
lonely  undergraduate  or  beginning  medical 
student,  to  the  young  wife  about  to  have  her 
first  baby,  to  the  elderly  inmates  at  Ewelme 
~ all  of  whom  she  knew  by  name  and  often 


13  Norham  Gardens 


visited — right  on  up  to  the  thousands  who, 
during  the  war,  needed  the  supplies  prepared 
by  the  Oxford  Needlework  Guild,  which  she 
ran  with  the  help  of  some  fifty  to  a hundred 
other  volunteers.  She  cared  deeply  for  all  of 
her  friends  and  their  people.  This  concern 
was  a natural  expression  of  her  unusual 
warmth  of  personality,  for  in  addition  to  her 
graciousness,  she  had  a sensitive  and  mother- 
ly touch.  More  than  once,  I heard  her  admon- 
ish American  Students  on  how  best  to  get 
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The  Osier  drawing  room 


l.ady  Osier  as  a young  child 


on  with  their  confreres  in  England  and  then 
ask  them,  “Do  you  boys  all  know  that  you 
must  not  try  to  live  through  an  Oxford 
winter  with  American  boxer  shorts.  Go  get 
yourselves  some  long  Johns,  now,  and  don’t 
try  to  be  proud  or  arrogant.” 

During  World  War  1,  a number  of 
professors  from  Louvain,  Belgium,  and  their 
families  took  refuge  in  Oxford  after  the  sack 
of  their  city.  It  was  Lady  Osier  who  found 
houses  and  clothing  for  many  of  them  and 
who  could  write  to  her  friends,  “At  present 
we  have  fifteen  professors  with  their  families 
about  eighty  persons  under  our  care.” 
She  summed  up  her  efforts  less  seriously  by 
telling  her  friends  that  whereas  a few  months 
previously,  she  scarcely  realized  that  profes- 


sors existed  in  Louvain,  she  now  knew 
exactly  what  size  in  underwear  each  profes- 
sor needed. 

On  one  occasion  in  Laris,  she  and  her 
sister  were  being  followed  by  an  annoying 
admirer.  When  stops  at  windows,  or  even  in 
stores,  failed  to  shake  him.  Lady  Osier,  in 
mock  exasperation,  spun  around  on  him, 
flashed  open  her  umbrella  nearly  in  his  face, 
and  said  “Shoo!”  Ihe  sad  sack  vanished. 

Imagine  an  American  housewife,  newly 
arrived  in  England,  picking  out  a bathtub  for 
a remodeled  bathroom.  What  better  way  to 
size  it  up  than  to  get  in  it,  which  is  exactly 
what  she  did,  fully  clothed,  to  the  great 
consternation,  as  well  as  the  amusement,  of 
her  British  plumber.  As  Osier,  himself,  so 
aptly  put  it,  “It’s  very  hard  to  live  up  to  these 
Boston  women.” 

Any  student  of  Osier  is  well  aware  of  Lady 
Osier’s  great  devotion  to  Sir  William.  Who 
possibly  could  have  provided  more  comp- 
pletely  the  kind  of  home  he  wanted  and 
loved?  He,  himself,  acknowledged,  “Of  the 
greatest  of  all  happiness,  1 cannot  speak  of 


Who’s  W'ho:  James  Bovel,  as  medical  director 
of  Trinity  College  School  in  Ontario,  steered 
the  young  Osier  toward  medicine.  William  W 
Francis,  Osier’s  nephew,  spent  nine  years  pre- 
paring material  for  and  overseeing  publications 
of  Bibliotheca  Osleriania,  the  catalog  of  Osier’s 
library.  John  F.  Fulton,  a Rhodes  Scholar, 
became  a distinguished  neurophysiologist  and 
historian  of  medicine.  Reginald  Hill,  of  the 
Bodleian  Library,  helped  edit  the  Osier  Catalogue 
and  compiled  the  index  for  Harvey  Cushing’s  biog- 
raphy of  Osier.  .Archibald  Malloch  was  librarian 
of  the  New  York  Academy  of  Medicine.  Arnold 
Muirhead.  a rare  book  dealer  in  St.  Alban’s, 
England,  wrote  fady  Osier’s  biography.  Sir 
William  Osier,  a clinician  of  great  stature,  was  the 
most  influential  medical  educator  of  his  day,  and 
an  early  proponent  of  bedside  teaching.  W ilder 
Penfield.  like  Marshall  Fulton,  was  a Rhodes 
Scholar,  a graduate  of  Oxford  and  of  Johns 
Hopkins  Medical  School,  and  house  officer  at  the 
Peter  Bent  Brigham  Hospital.  He  was  a 
distinguished  neurosurgeon  and  professor  of 
neurology  and  neurosurgery  at  McGill  University 
from  1933  to  1960.  Sir  Charles  S.  Sherrington,  a 
British  neurophysiologist  and  professor  at  Oxford, 
was  noted  for  his  analysis  of  the  integrative  action 
of  the  nervous  system.  In  1932  he  received  the 
Nobel  Prize  for  his  work  on  the  function  of  the 
neuron. 

G.  E.  Gifford 
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iny  home.  Many  ol  you  know  it,  and  tliat  is 
enough.” 

In  my  brief  era,  l.ady  Osier  was  at  her  best 
during  the  quiet  moments  spent  reminiseing 
about  him.  Her  major  eoneern  was  his 
books.  Much  as  she  dreaded  the  thought  ol 
the  books  leaving  Norham  (iardens,  she 
knew  how  McGill  would  love  to  have  them, 
and  she  pressed  lor  the  completion  ol  the 
catalogue.  This  task,  so  careiully  and  skill- 
fully handled  by  Dr.  hrancis,  Archie  Malloch 
and  Reginald  Hill,  took  seven  years  to  finish. 

I he  first  boxes  lor  moving  the  books  to 
C'anada  arrived  the  day  before  Lady  Osier 
died  in  August,  1928. 

Her  obituary  notice  was  written  by 
Professor  Arthur  Thomson  of  Oxford,  whose 
description  read,  in  part:  “Her  dignified 
presence,  her  charm  of  address,  her  sincerity 
of  purpose,  coupled  with  a tenderness 
essentially  feminine,  has  ensured  ...  a 
memory  ever  fresh  and  desirable.” 
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Does  it  Influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator'? 


• vasodilan— compatible 
with  coexisting  diseases 

• Vasodilan— compatible 
with  cohcomitaht  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg,  and  20  mg. 

Vasodilan  iniection,  isoxsuprine  HCI,  5 mg.,  per  ml 
Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  tour  times  daily. 
Intramuscular:  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg,  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose:  Tablets. 

20  mg,,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg,  per 
2 ml.  ampul,  box  of  six  2 ml,  ampuls. 

U S.  Pat  No  3,056,836 

VASODILAN 

(KWSUFWNE  HCI) 

20-mg  tablets 
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Tins  asffimadc 
isnl  mnied  aUiil  his 


next  breath... 


he's  active 
he’s  elfecUveiy 
maintained  on 


theophylline  (anhydrous)  150  mg  ond  glyceryl  guoiocolote 
(guaifenesin)  90  mg.  Elixir:  alcohol  15% 


high  theophylline  for  effective 
around-the-clock  therapy 

Quibron  may  give  the  osthmotic  up  to  eight  hours  of 
bronchodilotion  with  eoch  dose  ond  provides  the 
high  dosoges  of  theophylline  which  ore  now  believed 
necessory  to  keep  potients  free  of  ocute  ottociss  ond 
chronic  wheezing. 

100% free  theophylline 

(GXjibron  helps  ochieve  high  serum  theophylline  levels 
with  minimol  dosoge  volume... delivers  K)0%free 
theophylline  in  comporison  to  mony  other  com- 
pounds which  contoin  from  47%  to  91  % effective 
theophylline. 

individualized  theophylline 
dosage  schedule 

Todoy's  more  efficient  usage  of  theophylline  includes 
individuolizing  dosoge  ond  monitoring  serum  theo- 
phylline levels.  The  usuol  recommended  dosoges  of 
(3uibron  ore:  Adults  — 1 to  2 copsules  or  toblespoon- 
fuls  every  6 to  8 hours:  dosage  may  be  coutiously 
adjusted  upword  when  necessory  to  o moximum  of 
2000  mg  theophylline  per  24  hours.  Children  under 
12—4  to  6 mg  theophylline  per  kg/body  weight 
every  6 to  8 hours;  dosoge  moy  be  coutiously  ad- 
justed up  to  9 or  10  mg/kg  every  6 hours. 


Now,  for  the  asthmatic 
who  requires 
high-dose  theophylline 
therapy  for  therapeutic 
serum  concentrations 


Mead  Johnson 
Phomnoceuticol  Division 
onnounces 

QUIBRON-300 

Eoch  capsule  contains  300  mg  theophylline 
(anhydrous)  ond  1 80  mg  glyceryl 
guoiocolote  (guaifenesin) 

For  Brief  Summary, 
pleose  see  the  lost  poge 
of  this  advertisement. 


QuiBRorr-300 

^ Eoch  copsule  contains  000  mg  theophylline  (anhydrous) 
ond  18(j  mg  glyceryl  guoiocolofe  (guoifenesin) 

The  new  high-dose  theophylline  capsule... 
for  dependable  theaph>^line  therapy 
when  praducts  af  lower  dosage  do  not 
adequately  control  asthma  symptoms. 


Specially  formulated 

...for  optimal  efficacy 

Quibron-300  is  appropriate  therapy  for  osthmo 
patients  whose  symptoms  ore  not  adequately  con- 
trolled on  lower  doses  of  theophylline,  portic- 
ulorly  for  potients  whose  theophylline  dosoge  has 
been  odjusted  upword  to  ochieve  theropeutic 
serum  levels.  In  one  study'  on  overoge  peoK  in- 
crease in  FEV,  of  35%  was  demonstroted  ofter  o 
single  dose  equivalent  to  one  Quibron-300  cop- 
sule, ond  significont  improvement  in  this  pul- 
monory  function  losted  for  neorly  eight  hours  ofter 
odministrotion. 

...for  Optimal  predictability 

One  Quibron-300  copsule  q6-8h  yields  theropeutic 
serum  levels  (10-20  mcg/ml)  in  mony  odults. 

With  o single  dose,  more  thon  75%  of  patients 
ochieved  serum  levels  potentiolly  providing  clinical 
benefit  (5- 1 5 mcg/ml).  Half-life  of  theophylline 
vories  widely  from  patient  to  patient,  moking 
monitoring  of  theophylline  theropy  important. 
Patient  response  moy  be  monitored  ctinicolly  if 
blood  levels  ore  not  ovoiloble  os  long  os  dosoge 
does  not  exceed  1200  mg  in  24  hours  for  odults. 


...for  optimal  dosoge  convenience 

The  simple,  convenient  dosoge  of  new 
Quibron-300  —one  capsule  every  six  to  eight 
hours —mokes  it  eosy  for  potients  to  comply  with 
high-dose  regimens  often  required  to  ochieve 
theropeutic  serum  levels.  Quibron-300  copsules 
moy  provide  moximum  theropeutic  volue  with 
moximum  convenience.  In  tact,  the  switch  from  o 
low-dose  to  o high-dose  regimen  moy  be  occom- 
plished  by  merely  switching  copsules,  by  stepping 
up  to  (3uibron-300  copsules. 

...for  minimal  theophylline 
side  effects 

Adverse  reoctions  to  theophylline  ore  related  to 
serum  levels  ond  ore  usuolly  not  o problem  ot 
concentrotions  below  20  mcg/ml.  Of  45  potients 
studied'  ofter  o single  dose,  only  seven  reported 
odverse  reoctions.  The  most  common  reoction  wos 
o feeling  of  lightheodedness  by  three  of  these 
seven  patients. 


Reference  1 Dora  on  file  Meod  Johnson  Phornnoceuficol  Division 


Indications:  For  the  synnpromoric  treotmenf  of  bronchospostic  conditions 
such  os  bronchiol  osthmo,  asthmatic  bronchitis,  chronic  bronchitis,  ond 
pulmonary  emphysema. 

Dosage:  Quibron— Adults:  1-2  copsules  or  1-2  toblespoonfuls  elixir  every 
6-8  hours.  Children  under  12:  4-6  mg  theophylline/lsg  body  weight 
every  6-6  hours. 

Quibron-300—  Adults:  1 copsule  every  6-6  hours. 

Theophylline  dosoge  may  be  cautiously  increosed  to  2000  mg/24  hour 
in  odults  and  9 or  10  mg/Kg  every  6 hours  in  children.  Monitoring  of 
serum  theophylline  levels  ot  higher  dosages  is  recommended. 
Precautions:  Do  not  administer  more  frequently  than  every  6 hours,  or 
within  12  hours  after  rectal  dose  of  ony  preporotion  contoining  theo- 


phylline or  ominophylline.  Do  not  give  other  xonthine  derivotives  con- 
currently. Use  in  cose  of  pregnancy  only  when  cleorly  needed. 

Adverse  Reoctions:  Theophylline  moy  exert  some  stimuloting  effect  on 
the  central  nervous  system.  Its  administration  moy  cause  local  irritation  of 
the  gastric  mucosa,  with  possible  gostric  discomfort,  nausea,  ond  vomit- 
ing. The  frequency  of  adverse  reoctions  is  reloted  to  the  serum  theo- 
phylline level  ond  is  not  usuolly  o problem  ot  serum  theophylline  levels 
below  20/ig/ml. 

How  Supplied:  Quibron  Elixir:  Dottles  of  1 pint  and  1 gollon.  Quibron 
Capsules:  Bottles  of  100  and  1000  and  unit-dose  poclss  of  100. 
Quibron-300  Capsules:  Dottles  of  100. 
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Class  Of  1978 
Brown  Program  In  Medicine 

The  lively  variety  which  characterizes  the  class  of  1978  is  belied  by  the  statistical  picture, 
which  looks  quite  homogeneous.  True,  95  per  cent  of  the  class  is  in  the  24-28  year  old  age  range; 
86  per  cent  are  from  the  Northeast  (New  England  or  the  Mid-Atlantic  states);  86  per  cent 
received  Brown  undergraduate  degrees  and  75  per  cent  of  the  class  were  part  of  the  Brown  seven 
year  continuum  program.  Yet  this  tells  us  little  about  the  diversity  of  experiences  these  students 
have  taken  advantage  of,  or  have  created  for  themselves,  in  their  student  years  at  Brown. 

Unconventional  elective  expeiences  have  been  taken  in  such  remote  locations  as  Afghanistan; 
the  Hopi  Reservation  in  Kearns  Canyon,  Arizona;  London;  Mississippi;  Leslie  County, 
Kentucky;  and  the  islands  of  Vinalhaven,  Maine  and  St.  Lucia  in  the  West  Indies.  An  equally 
impressive  variety  of  electives  has  been  completed  in  numerous  medical  centers  throughout  the 
United  States,  and  particularly  in  the  greater  Rhode  Island  area,  both  at  the  Brown  Affiliated 
Hospitals  and  at  nearby  community  hospitals  and  health  centers. 

The  students  of  the  Class  of  1978,  in  collaboration  with  the  Rhode  Island  Heart  Association 
have  staffed  a hypertension  screening  project  throughout  the  state.  They  have  administered  flu 
shots  in  the  area  health  centers,  and  have  volunteered  throughout  the  community  to  aid  with 
health  care  during  the  Blizzard  of  ’78.  During  a strike  at  the  State  Medical  Center  they  came  by 
the  carload  and  stayed  over  until  the  emergency  situation  was  resolved. 

They  have  lived  in  dorms,  on  their  own,  in  cooperative  houses,  and  as  nuclear  families.  (30 
per  cent  of  them  have  married.)  They  have  brought  music  to  each  other  and  to  the  community. 
They  have  participated  in  sports,  dividing  into  the  mutually  uncomprehending  camps  of  squash 
players  and  softball  players.  They  have  gained  a reputation  as  superb  party-givers  and 
inveterate  pranksters  (being  creators  of  the  now  annual  Halloween  masquerade  in  Anatomy 
class).  The  classroom  has  not  been  the  boundary  of  their  association  with  one  another,  and,  as 
one  graduate  summed  it  up,  they  have  “always  laughed  a lot”. 

This  sense  of  good-spiritedness  goes  deep.  It  characterizes  both  the  Class  of  1978  and  its 
feeling  about  the  uniqueness  of  the  Brown  Program  in  Medicine.  Class  members  tend  to  feel 
that  both  the  relatively  small  size  of  each  class  at  Brown  and  the  seven  year  continuum  program 
have  created  an  unusual  atmosphere  of  cooperation  and  mutual  support,  rather  than 
competitiveness.  The  opinion  also  has  been  expressed  that,  as  an  integral  part  of  Brown,  the 
influence  of  the  campus  atmosphere  “makes  medical  student  life  a lot  more  bearable”.  Even  the 
trial  of  their  second  pre-clinical  year,  spent  almost  entirely  in  a windowless  lecture  room  with 
padded  walls,  was  partially  alleviated  by  “beautification  projects”,  such  as  installing  a painted 
window  and  outdoor  scene,  and  the  construction  of  a BREAK  sign  which  could  be  lowered  to 
alert  the  lecturer  that  class  concentration  powers  were  temporarily  not  functioning. 

Of  course  there  were  always  complaints,  but  the  general  feeling  is  that  there  were  always 
opportunities  offered  to  air  their  grievances,  and  that  their  class  complaints  in  terms  of  course 
changes  have  been  listened  to. 

There  is  a general  enthusiasm  for  having  a chance  to  work  within  the  various  hospitals 
affiliated  with  Brown.  The  chance  to  see  “normal  sickness”  in  a community  hospital,  as  well  as 
more  complex  and  unusual  referral  cases  in  other  settings,  is  felt  to  be  a great  asset,  as  was  the 
chance  to  see  how  things  are  done  ndividually  in  different  hospitals. 

Many  students  have  expressed  an  especially  deep  sense  of  gratitude  for  their  contact  with  the 
Rhode  Island  clinicians  who  are  part  of  the  the  Program  in  Medicine  faculty — for  having  the 
chance  to  work  with  physicians  who  are  both  aware  of  current  medical  advances  and  are 
simultaneously  first-rate  primary  care  clinicians. 

We  present  to  you  here  the  members  of  the  class  of  1978,  whose  good  spirits,  diversity  and 
enthusiasm  have  been  greatly  appreciated  and  will  be  greatly  missed. 

By  Margot  D.  Honig 
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SHARON  AKREP,  Tufts,  Surgery,  New 
England  Medical  Center  Hospital 


JEFFREY  AUSTERLITZ,  Brown,  Medi- 
cine, Roger  Williams  General  Hospital 


PETER  BEVINS,  Brown,  Surgery,  Rhode 
Island  Hospital 


A > 


MORRIS  BIRNBAUM,  Washington  Uni- 
versity, Medicine,  Barnes  Hospital  Group 


PAUL  BROOMFIELD,  University  of  Mi- 
ami, Medicine,  University  of  Miami  Affil- 
iated Hospitals 


f 


ALAN  BROWN,  Albert  Einstein  College  of 
Medicine,  Surgery,  Montefiore  Hospital 
Center 
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May,  1978 


RICHARD  BROWNING,  Brown,  Pedia- 
trics, Rhode  Island  Hospital 


JOHN  CAN’GEMI,  Mayo  Medical  School, 
Medicine,  Mayo  Graduate  School  of 
Medicine 


SHEILA  BUCHBINDER,  Columbia  Uni- 
versity, Ob/Gyn,  Columbia  Presbyterian 
Medical  Center 


RICK  CHAMBERLAIN,  University  of  Cin 
cinnati.  Family  Medicine,  Cincinnati  Gen^ 
eral  Hospital 


NANCY  CAMPBELL,  University  of  Massa-  WILLIAM  COOPER,  Brown,  Medicine, 
chusetts.  Surgery,  Berkshire  Medical  Center  Roger  Williams  General  Hospital 
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JOEL  CORWIN,  University  of  California, 
Los  Angeles,  Medicine,  Cedars-Sinai  Med- 
ical Center 


KENNETH  DAWSON,  Northwestern  Uni- 
versity, Medicine,  Northwestern  Univer- 
sity Hospital 


MARC  CULLEN,  Rush  Medical,  Surgery, 
Presbyterian-St.  Luke’s 


EDWARD  CYBURT,  Brown,  Pediatrics, 
Rhode  Island  Hospital 


CHARLES  DENBY,  Brown,  Medicine,  Mir- 
iam Hospital 


DAVID  DIAMOND,  Harvard,  Medicine, 
Mount  Auburn  Hospital 
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May,  1978 


m 


EDWARD  DOMURAT,  State  University  of 
New  York-Buffalo,  Medicine,  E.  J.  Meyer 
Hospital 


I DAVID  EGILMAN,  University  of  Roches- 
ter, Medicine,  University  of  Rochester 
Associated  Hospitals 


EILEEN  FITZGERALD,  University  of 
Rochester,  Pediatrics,  University  of  Roch- 
ester Associated  Hospitals 

8 Class  Of  1978  Brown  Program  In  Medicine 


JONATHAN  FLEISCHMANN,  Washington 
University,  Surgery,  Washington  Univer- 
sity Affiliated  Hospitals 


DAVID  FUERST,  State  University  of  New 
York-Stony  Brook,  Medicine,  Long  Island 
Jewish  Hospital 


HARRIS  GALKIN,  Brown,  Ob/Gyn,  Wom- 
en and  Infants  Hospital 
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HAROLD  GEVER,  Temple  University, 
Medicine,  Temple  University  Hospitals 


PAUL  HERD,  Emory  University,  Medicine, 
Grady  Memorial  Hospital 


DOUGLAS  GRIFFITHS,  Tufts,  Psychiatry, 
Maine  Medical  Center 


JAMES  GUANCI,  University  of  Washing- 
ton, Medicine,  University  of  Washington 
Affiliated  Hospitals 


JULIANNE  IP,  Brown,  Family  Medicine, 
The  Memorial  Hospital 


MARK  IVANICK,  Albany  Medical  College, 
Medicine,  Albany  Hospital 
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May,  1978 


MACK  JOHNSTON,  Brown,  Medicine,  CHRISTOPHER  KOLBAY,  Albany  Med- 
Roger  Williams  General  Hospital  ical  College,  Medicine,  Albany  Hospital 


ALAN  KAELL,  University  of  Rochester, 
Medicine,  Strong  Memorial  Hospital 


ERWIN  LANGE,  State  University  of  New 
York-Syracuse,  Family  Practice,  St.  Jo- 
seph’s Hospital 


JOHN  KEATS,  University  of  California,  GARY  LEEDS,  Georgetown,  Family  Prac- 
Los  Angeles,  Ob/Gyn,  U.C.L.A.  Hospital  tice.  Providence  Hospital 
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ROBERT  LEVIN,  Medical  College  of  Penn- 
sylvania, Medicine,  Medical  College  of 
Pennsylvania  Hospital 


JOSEF  MACHAC,  Mount  Sinai  School  of 
Medicine,  Medicine,  Mount  Sinai  Hospital 


KATHI  MADISON,  Brown,  Medicine, 
Roger  Williams  General  Hospital 


ANNE  McKlNNON,  University  of  West 
Virginia,  Family  Medicine,  United  Hos- 
pital Center 


STUART  MERE,  Medical  College  of  Penn- 
sylvania, Medicine,  Medical  College  of 
Pennsylvania  Hospital 


ALAN  MUNEY,  University  of  St.  Louis, 
Pediatrics,  St.  Louis  Children’s  Hospital 
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GARY  \EIDICH,  University  of  Minnesota, 
Pediatrics,  University  of  Minnesota  Hos- 
pitals 


WILLIAM  O’CONNOR,  Cornell,  Medicine, 
The  New  York  Hospital 


JOHN  PANDISCIO,  Brown,  Family  Med- 
icine, The  Memorial  Hospital 


THOMAS  PLATT,  Brown,  Medicine,  The 
Miriam  Hospital 


ROY  POSES,  Boston  University,  Medicine, 
Boston  University  Hospitals 


FRANK  REYNOLDS,  University  of  South 
Carolina,  Medicine,  Medical  Center  Hos- 
pitals 
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JAMES  SABETTA,  University  of  North 
Carolina,  Medicine,  North  Carolina  Me- 
morial 


JONATHAN  SCHULTZ,  Tufts,  Family 
Medicine,  Maine  Medical  Center 


HARRY  SEEKER,  University  of  California, 
Los  Angeles,  Medicine,  Cedars-Sinai  Med- 
ical Center 


LINDA  SEMLITZ,  Albert  Einstein  College 
of  Medicine,  Pediatrics,  Bronx  Muni- 
cipal Hospital  Center 


MADELEINE  SHALOWITZ,  Northwestern 
University,  Pediatrics,  Children’s  Memo- 
rial Hospital 


JUDITH  SHAW,  University  of  Pennsyl- 
vania, Pediatrics,  Children’s  Hospital 
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JOHN  SHEPPARD,  University  of  Virginia, 
Pediatrics,  University  of  Virginia  Hospital 


LARRY  SOLIN,  State  University  of  New 
York-Buffalo,  Medicine,  E.  J.  Meyer 
Memorial  Hospital 


CLAIRE  STAHL,  Mount  Sinai  School  of 
Medicine,  Medicine,  Beth  Israel  Hospital 


ROBERT  STAHL,  Mount  Sinai  School  of 
Medicine,  Medicine,  Beth  Israel  Hospital 


MARTHA  STERNBERG,  Brown,  Pediat- 
rics, Rhode  Island  Hospital 


KONSTANTINE  TSIONGAS,  University  of 
West  Virginia,  Family  Practice,  United 
Hospital  Center 
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HOLLY  TYTELL,  Harvard,  Medicine, 
Mount  Auburn  Hospital 


STEPHEN  UPHAM,  Rutgers,  Eamily  Prac- 
tice, Overlook  Hospital 


ROBERT  WEINBERG,  University  of  Roch- 
ester, Pediatrics,  University  of  Rochester 
Associated  Hospital  Programs 


ALL  R.L  M.D/s 

We  can  answer  these  questions  better: 

1.  How  can  I be  SURE  that  I am  getting  the  best 
QUALITY  of  DISABILITY  INSURANCE  — at  a 
reasonable  cost? 

2.  How  can  I be  SURE  that  my  LIFE  INSURANCE 
premiums  are  applied  to  my  greatest  advantage 
( net  after  taxes)  7 

3.  How  much  is  ENOUGH  to  put  Into  tax-deferred 
RETIREMENT  PLANS? 

4.  How  can  I BUILD  WEALTH,  in  spite  of  INFLA- 
TION and  HIGH  TAXES? 

5.  How  can  I,  ind  my  family,  be  SECURE,  financially, 
in  spite  of 

a. )  INCOME  and  DEATH  TAXES 

b. )  DISABILITY 

c. )  DEATH 

d. )  DEPRESSION 

e. )  DEVALUATION? 

R.A.  DEROSIER  AGENCY 

FOURDEE  AGENCY.  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 

(N.A.S.D.  Broker/Dealer ) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


CAPE  COD:  FALMOUTH-FOR  SALE 
SEASHORE  RETREATS  OR  INVESTMENT 

Physician's  widow  selling  picturesque  architect- 
designed  wood-shingle  Contemporary  over- 
looking Woods  Hole  harbor  on  a heavily 
wooded  acre  in  a quiet  neighborhood  of  tine 
homes.  Plus  5-room  Doctor's  suite  adjoining  with 
$4,500  income.  $155,000. 

Beautiful  2 story  Cape.  High  on  a wooded 
knoll  overlooking  Nantucket  Sound.  In-ground 
swimming  pool  hidden  by  fencing  and  land- 
scaping. Private  residential  community. 

HAROLD  BACH,  R.E.  (617)  540-0707 


FOR  SALE 

Choice  East  Side  Doctors'  office 
and  apartment  building.  Excellent 
condition.  Very  good  parking 
facilities.  Terms  negotiable.  Seri- 
ous inquiries  only. 

Call  949-2117 
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TRIAMTEREKE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DWIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired 
If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and , 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K^  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
f*recautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSIONr 
SERUM  K^AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K‘ 
frequently;  both  can  cause  retention  and 
elevated  serum  K+ . Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur;  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dyazide’  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 

^ Muscle  cramps,  weak- 
H ness,  dizziness, 

W headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 


SK&F  CO.,  Carolina,  P.R.  00630 


SI^&F  CO. 

a SmithKIine  company 


J 


Each  tablet  contains;  aspirin,  227  rng;;|3hena<» 
32  mg;  plus  codeine  phosphate  in  onf  of  tlWfoBi 
mg  (gr  1 );  ^3—30  mg  (gr  Vz);  *2—\5  rrig  (gr  \4); 
(\\^ming— may  be  habit-forming). 


Burrouohs'^iiieJI 
ResearmlHE^ 
North  Catdinef 


Editorials 


Commencement 


This  is  the  third  year  in  which  the  Rhode 
Island  Medical  Journal  has  been  host 
to  the  graduating  class  of  the  Brown 
University  Program  in  Medicine.  This  special 
issue  is  a token  of  the  cordial  relations  that 
exist  between  the  Medical  School  on  the 
one  hand,  and  the  Rhode  Island  Medical 
Society  and  the  Journal  on  the  other.  The 
Medical  School  has  brought  much  to  Rhode 
island  medicine,  and  to  the  Rhode  Island 
community.  This  has  been  manifest  in  many 
ways.  Providence  has,  for  example,  become  a 
recognized  center  of  surgical  physiology 
under  the  influence  of  Henry  T.  Randall, 
soon  to  retire  from  the  Professorship  of 
Surgery,  and  Fiorindo  A.  Simeone,  now 
Professor  Emeritus.  Others  too  numerous  to 


Smoking  And 


In  1957  Simpson  first  reported  that  babies 
born  to  women  who  smoke  during  their 
pregnancies  are  on  the  average  200  g lighter 
than  newborn  infants  born  to  nonsmokers. 
Furthermore,  infants  weighing  less  than  2500 
g were  nearly  twice  as  common  among 
smokers  as  compared  to  non-smokers.  Since 
this  original  and  historic  report,  more  than 
100  papers  confirming  this  relationship  have 
led  to  the  general  acceptance  of  the  concept. 

Furthermore,  differences  in  weight  are  in 
direct  proportion  to  the  number  of  cigarettes 
smoked  and  are  independent  of  other  infant 
and  maternal  factors  known  to  influence 
birth  weight. 

A series  of  papers  from  the  Ontario 
Perinatal  Study  has  led  to  some  important 
conclusions  regarding  neonatal  and  fetal 
death.  Perinatal  mortality  was  27  per  cent 


mention  have  added  luster  to  this  burgeoning 
medical  center. 

As  for  the  graduates,  we  wish  them  every 
good  fortune.  Some  will  stay  on  for 
residencies  in  the  Rhode  Island  area.  Others 
will  carry  the  good  reputation  of  Brown  to 
the  country  at  large.  We  are  impressed  by  the 
uniformly  high  quality  of  the  residencies 
which  members  of  the  class  have  accepted.  It 
speaks  well  both  for  the  superior  standing  of 
the  school  and  the  excellence  of  its  graduates. 
Some  of  both  groups  will  elect  eventually  to 
practice  in  this  area.  We  look  forward  to 
having  all  them  join  us  as  members  of  the 
Rhode  Island  Medical  Society,  whether  as 
residents  or  later  as  members  of  the  medical 
community.  Good  luck  to  all! 


Pregnancy 


higher  in  infants  of  smokers  as  a group  than 
in  those  of  non-smokers.  When  statistical 
adjustments  were  made  for  other  variables,  it 
appeared  that  the  perinatal  mortality  for 
those  smoking  less  than  a package  per  day 
increased  by  20  per  cent,  while  for  those 
smoking  more  than  one  package  per  day  the 
increase  was  35  per  cent.  The  increased  risk 
of  both  in  utero  and  neonatal  deaths  is 
concentrated  in  the  period  of  20  to  25  weeks’ 
gestation. 

Thirty  per  cent  of  the  excess  of  perinatal 
deaths  associated  with  maternal  smoking  is 
due  to  increases  of  25  to  24  per  cent 
respectively  in  placenta  praevia  and  abruptio 
placentae  for  those  who  smoke  less  than  one 
package  per  day,  as  compared  to  92  and  68 
per  cent  respectively  for  those  who  smoke 
more  than  one  package  per  day.  Other 
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studies  have  eonlirmed  these  findings  indica- 
ting increases  of  as  much  as  28  and  48  per 
cent. 

Young  women  with  low  parity  and  normal 
hemoglobin  had  an  excess  perinatal  mortality 
of  less  than  10  per  cent  associated  with 
smoking.  On  the  other  hand  those  older 
mothers  with  higher  parity  on  public  assist, 
and  with  hemoglobins  of  less  than  1 1 g 
manifested  an  increased  perinatal  mortality 
risk  of  70  to  100  per  cent  when  they  were 
heavy  smokers. 

Other  studies  have  shown  a significantly 
increased  risk  of  spontaneous  abortion 
among  smokers  as  compared  to  nonsmokers. 
There  is  also  evidence  that  among  women 
who  develop  preeclampsia,  there  is  a higher 
infant  mortality  risk  among  smokers  as 
compared  to  non-smokers. 

Not  yet  resolved  are  the  effects  of 
combined  smoking  and  alcohol,  or  whether 
the  effects  of  maternal  smoking  on  fetal 
growth  and  development  carry  over  into 
childhood.  Recent  studies,  however,  indicate 
the  presence  of  nicotine  and  carcinogens  in 
the  breast  milk  of  lactating  females. 

The  Surgeon  General’s  report  on  the 
Health  Consequences  of  Smoking  (1973) 
estimated  that  there  are  4600  perinatal  deaths 
annually  in  the  United  States  attributable  to 
maternal  smoking.  There  has  been  a drop 
from  52  to  39  per  cent  in  the  proportion  of 
men  over  21  years  of  age  who  smoke.  Yet  it 
is  discouraging  that,  while  this  progress  was 
being  made,  the  proportion  of  regular 
smokers  among  girls  15  and  16  years  of  age 
has  increased  from  9.6  per  cent  in  1968  to 
20.2  per  cent  in  1974,  and  among  girls  17  and 
18  years  of  age  from  18.6  to  25.9  per  cent  in 
the  same  period.  There  is,  furthermore,  some 
evidence  that  women  find  it  more  difficult  to 
withdraw  from  smoking  than  do  men, 
although  pregnant  women  may  be  somewhat 
more  amenable  because  of  their  awareness  of 
the  demonstrated  risks. 

It  is  important,  therefore,  that  the  follow- 
ing precautions  be  taken  during  the  prenatal 
period.  1.  Inquiry  should  be  made  of  the 
expectant  mothers  as  to  whether  or  not  they 
smoke.  2.  They  should  be  instructed  as  to 
the  detrimental  effects  and  in  fact  dangers  of 
smoking  during  pregnancy,  particularly  in 
relation  to  previous  perinatal  loss,  bleeding, 
or  placental  complications,  and  also  anemia 


and  maternal  age.  3.  It  is  important  to 
obtain  carboxyhemoglobin  determinations  or 
expired  carbon  monoxide  levels,  partieularly 
in  smokers.  These  latter  may  be  graphic  aids 
to  assist  in  convincing  smoking  pregnant 
females  of  the  dangers  to  which  they  are 
exposed. 

Expectant  mothers  should  be  made  cog- 
nizant of  the  dangers  of  smoking,  and 
smokers  should  be  urged  to  stop.  Help 
should  be  offered  to  these  young  women,  and 
they  should  be  apprised  of  aids  available  to 
them  through  such  agencies  as  the  Rhode 
Island  Interagency  Council  on  Smoking,  of 
which  the  Rhode  Island  Medical  Society  is  a 
constituent  member. 

References 

'Fielding  JE:  Smoking  and  pregnancy.  N Engl  J Med 
298:337-9,  9 Feb  78 

^United  States  Department  of  Health.  Education,  and 
Welfare.  The  Health  Consequences  of  Smoking 
(DHEW  Publication  No  [HSM]  73-8704).  Washing- 
tonn,  DC.  Government  Printing  Office,  1973. 


Editor's  Mailbox 

i 

RIPSRO  and  Ancillary  Services  i 

To  the  Editor: 

With  reference  to  the  editorial,  “Ancillary  | 
Services”  (RI  A/cr/ J 61(3):  133-135,  Mar,  78),  ' 

we  would  like  to  advise  you  that  RIPSRO  has  ; 
been  selected  as  one  of  the  ten  demonstration 
sites  for  the  establishment  of  a protocol  for  i 
ancillary  services.  We  have  been  preparing  j 
for  this  endeavor  for  some  time.  RIPSRO  I 
has  already  collected  significant  data  relative  i 
to  charges,  and  a physician  committee,  under  i 
the  chairmanship  of  Robert  M.  Ryan,  MD, 
has  launched  into  this  challenge  with  vigor. 

Alton  M.  Pauli,  MD 

President 

RIPSRO 

May,  1978 
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How  to  siKxeed  in  business 
without  really  buying. 


Today  there  are  a lot  of  successful  busi- 
nessmen who  are  leasing  their  equipment 
instead  of  buying  it. 

And  for  a lot  of  sound  reasons. 

For  example,  leasing  can  improve  your 
cash  flow.  Because  there's  no  down  pay- 
ment when  you  lease.  And  the  repayment 


r 


Mail  to:  Citizens  Leasing  Corporation, 

870  Westminster  St. 

Providence,  R.l.  02902. 

Please  send  me  your  Equipment  Leasing  Booklet. 

Name 

Firm 

Address 


n 


City/Town 


I State  Zip  I 

I I 


DICTATION  EQUIPMENT 


TOP  NAME  BRANDS 
DISCOUNT  PRICES 

All  Machines  New,  Fully  Guaranteed 


Dictating/Transcribing 
Combination  Unit 


— only 


$23950 

$27900 


Separate  Unit  Systems  — from 

BRISTOL  COUNTY  BUSINESS 
MACHINES 

Bristol,  R.l.  Phone  253-8228 


ONE  SENTENCE  ESSAY 

Shakespeare  Said  It. 

“The  first  thing  we  do,  let’s  kill  all 
the  lawyers.” 

. . . Dick  the  Butcher  in 
King  Henry  VI,  Part  2 


terms  can  often  be  longer  than  other  conven- 
tional ways  of  financing. 

And  normally,  at  the  end  of  a lease  term 
you  have  the  choice  of  purchasing  or  return- 
ing the  equipment. 

In  addition,  most  businesses  have  other 
unique  individual  considerations  which  make 
equipment  leasing  particularly  attractive. 

Let  us  help  you  explore  how  a Citizens 
Equipment  Lease  can  provide  you  with  addi- 
tional benefits. 

For  a free  informative  booklet  on  Equip- 
ment Leasing  just  mail  the  coupon,  or  call 
Robert  Nelson  at  351-5800,  Ext.  431 . 

Citizens  Leasing  Corporation 

,in  <ittlli<ite  ol  Citizens  B.ink 


CITIZENS  BANK 

We  try  to  do  things  your  way 


\\eini)cf  rnic 


Your  Patient  Deserves  a Specialist 

RECOMMEND 

pjSiiiditi 


SURGICAL  CENTERS 


WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston,  R. 

(401)781-2166 


May,  1978 
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Peripatetics 


Providence  Doctors  who  have  obtained  the 
rank  of  Fellowship  in  the  American  College 
of  Cardiology  include  KENNETH  B.  NA- 
NIAN,  RAYMON  S.  RILEY,  and  RICH- 
ARD S.  SHULMAN,  MDs. 

* * * 

JERRY  M.  KHERADI,  MD,  FACG,  has 
been  advanced  to  Fellow  of  the  American 
College  of  Gastroenterology. 

* * * 

This  year’s  officers  of  the  Rhode  Island 
Otolaryngological  Society  are  RICHARD  F. 
JUDKINS,  MD,  President;  DAVID  J. 
LANGENBRUNNER,  MD,  Vice  President; 
and  JAMES  J.  MURDOCO,  MD,  Secre- 
tary-Treasurer. 

* * * 

FREDERICK  S.  CRISAFULLI  and 
HERBERT  RAKATANSKY,  MDs,  have 
been  elected  Fellows  of  the  American  College 
of  Physicians. 

* * * 

CHARLES  E.  MILLARD,  MD,  was 
named  Rhode  Island’s  outstanding  family 


physician  by  the  state  chapter  of  the 
American  Academy  of  Family  Physicians. 
The  award  honors  Doctor  Millard  for  his 
many  years  in  family  practice,  his  activity  in 
promoting  continuing  education  for  general 
practitioners,  and  his  founding  and  serving  as 
president  of  the  Bristol  County  Medical 
Center. 

* * * 

Several  local  physicians  to  have  become 
Fellows  of  the  American  College  of  Surgeons 
include:  THOMAS  F.  CAHILL,  EDWIN 
JOHN  HENRIE,  ARTHUR  G.  BONI- 
VART,  ROBERT  D.  TARRO,  RICHARD 
WONG,  HARRY  M.  lANNOTTI,  HENRY 
J.  ROBIDOUX,  JR.,  THOMAS  K.  SHA- 
NINIAN,  MICHAEL  A.  SHEA,  and  DAN- 
IEL B.  REARDON  II,  MDs. 

* * * 

LEO  STERN,  MD,  was  selected  by  the 
French  government  to  receive  an  honorary 
degree  from  the  University  of  Nancy.  Doctor 
Stern  was  chosen  for  the  honor  on  the  basis 
of  his  international  reputation  in  neontal 
research. 


Providence 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Medical  Association 
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Artificial  Pancreas 

See  Page  243 
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THERAPY 

AGAINST  TOPICAL 


Neosporiri 

Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 


Neomycin 

Staphylococais 

Haemophilus 

Klebsiella 

Aerobacter 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Escherichia 

Proteus 

Corynebacteriim 

Streptococcus 

Pneumococais 


Staphylococcus 

Corynebacteriim 

Streptococcus 

Pneumococais 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin*  Ointment  (polymyxin  B-badtracin-neomycin). 


Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 


Each  gram  contains:  Aerosponn*  brand  Polymyxin  B 
Sulfate  5,0(X)  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base), 
special  while  petrolatum  qs;  m tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING;  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  Is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  IS  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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NEWSLETTER 


June,  1978 


• • • 

THE  RHODE  ISLAND 


MEDICAL  SOCIETY 


NEW  OFFICERS:  1978-1979 


'1  he  lf)7tli  Aiiniul  Sciciitilic  Asscin- 
ly  of  the  Rhode  Island  Medical  So- 
iiety  was  held  May  17.  197(S  at  the 
ranston  Hilton  Inti,  ('ranstoti,  Rhode 
ihmd.  1 he  program  of  the  assembly 
icluded  scientihe  meetings  conducted 
H the  specialty  societies,  the  d7th  (Khar- 
is V.  (diapin  Oration  delivered  hv 
■'avid  I'..  Rojrers,  M.D..  a (feneral  Husi- 
•ss  meeting  of  the  Society  and  Instal- 
tioti  ot  Officers  for  lh7S-1979,  and  a 
ecc[nioti  and  Dintier.  Amotig  the 
_jiesis  of  the  occasion  were  (iovertior 
Joseph  (iarrah.v.  Mayor  \hncent  A. 
'lanci,  Jr.,  and  Mayor  James  L.  Taft, 
ew  olTicers  installed  were  Dr.  Joseph 
Ciarnolo,  President:  Dr.  Peter  L. 
ojath  eu.  Jr..  \’ice-Presidetit ; Dr.  (7nar- 
, Ij-  L.  Hill,  President-7  lect;  Dr.  Melvin 
ij.  HofTman,  Secretary;  and  Dr.  Mcl- 
n M.  (lelch.  Treasurer. 

i .lo.seph  E.  Caruolo,  .VI. 1). 

Pre.sident 

i 

Dr.  (iaruolo.  new  President,  is  ati 
sistant  Professor  in  the  Program  in 
-dicine  at  Urown  Utiiversity;  Direc- 
t . Division  ol  (rencral  Surgery,  Roger 
A|ilhams  (ietieral  H ),[iital:  memher  of 
tj-  Hlue  Ciross  Hoard  of  Directors  atid 
Hthe  Pdue  Shield  Hottrd  of  Directors: 
«M  Vice  President  of  Rhode  Island 
liRO.  He  has  been  active  in  the  Rhode 
liiifl  .Medical  Society  for  many  vears; 
hi  is  Past  President  of  the  Providence 
K'dical  .Association;  Past  President  of 
tl;  Providence  Surgical  Society;  and 
R^idency  Review  Flxaminer  for  the 
Aierican  C'ollege  of  Surgeons,  the 
Aicrican  Medical  .Association,  and  the 
f^ierican  Hoards  in  the  Surgical  Spe- 
> ties. 

Peter  L.  .Vlathieu,  .Jr.,  M.D. 

Vice-President 

)r.  .Mathieu.  Vice-President,  is  the 
r xetor  of  Pediatrics  at  St.  Joseph’s 
Hspital.  and  a member  of  the  staffs 


of  Riiode  Islantl  1 lospital,  Roger  W’il- 
liams  General  Hospital,  Women  atid 
I 111  ants  Hospital,  and  the  Rhode  Island 
.Medical  CAnter.  He  also  holds  the  [)  >- 
sitioti  of  Glinical  .Assistant  Protes.sor  of 
Pediatrics  in  the  Program  in  .Medicine 
at  Hrown  University.  In  the  Rhode  Is- 
land .Medical  Society  Dr.  .Mathieu  is  a 
memher  of  the  House  of  Delegates, 
chairmati  ol  the  Social  Welfare  Cfotn- 
mittce,  co-chairman  of  the  Public  Laws 
Gommittee,  and  a memher  of  the  Puh- 
lic'tions  CJommittee.  .Active  in  com- 
mutiity  affairs.  Dr.  .Mathieu  .serves  as 
medical  director  for  the  Catholic  So- 
cial Services,  St.  Vincent’s  Infant  Home. 


I he  ,s7th  (diaries  V.  Cfhapin  Oration 
w.is  delivered  at  this  year’s  .Annual  Sci- 
etitihc  .Assembly  by  David  E.  Rogers, 
M.D.,  President  of  The  Robert  V’ood 
Joiinson  Foundation.  Princeton,  New 
Jersey.  Dr.  Rogers  is  a graduate  of  Oir- 
nell  University  Medical  (College,  New 
VOrk.  and  completed  postgraduate 
tiMining  at  Johns  Hopkins  Hosoital. 
Haltimore;  The  New  York  Hospital; 
and  The  Rockefeller  Institute  for  .Med- 
ic .1  Research.  He  holds  a honorary 
Doctor  of  Science  degree  from  Thomas 
JciTcrson  University  in  Philadelphia. 

.Among  his  numerous  professional 
.'ppointments.  Dr.  Rogers  has  been  Spe- 
cial (Consultant  to  the  Surgeon  (feneral 
(Staphylococcal  Di.sea.ses);  (Consultant. 
Division  of  Physician  Manptiwer.  DH 
EW:  Dean  of  the  Aledical  Faculty. 
V’icc-President  (.Medicine),  and  Profes- 
sor of  .Medicine  in  The  Johns  Hopkins 
Universitv:  and  he  has  held  .scores  of 


St.  .Aloysius  Home  for  Children,  (Jur 
Eady  of  Providence  Preparatorv  Sem- 
inary, Rhode  Island  School  for  the  Deaf 
and  (Camps  1 ower  1 lill  and  War  Hon- 
net. 

Charles  L.  Hill,  M.I). 

President-Elect 

Dr.  Charles  L.  Hill  is  a delegate  of 
the  Providence  .Medical  .AsscK'iation  to 
the  House  of  Delegates  ot  the  Rhode 
Island  .Medical  Society,  and  President 
of  the  Providence  Medical  .A.ssficiation. 
In  the  Rhode  Island  .VIedical  Society 
he  is  chairman  ol  the  Peer  Review 

(Continued  on  page  4) 


visiting  lectureships  including  one> 
throughout  the  United  States  and  also 
at  the  University  of  Eund,  Sweden;  the 
Polish  .Academy  of  Sciences;  the  Uni- 
versity of  Sydney,  .Australia;  and  Ham- 
mersmith Hospital.  England. 

In  1976  Dr.  Rogers  was  granted  .Mas- 
tership in  the  .American  College  of 
Physicians;  and  in  the  same  vear  re- 
ceived the  Award  ot  Distinction  from 
the  Cornell  .Alumni  .A.ssociation.  He  is 
the  author  of  over  a hundred  public.1- 
tions;  and  holds  membership  in  num- 
erous grou[is  including  the  A.s.sociation 
of  .American  Physicians;  the  .A.ssocia- 
tion of  Professors  of  .Medicine;  the 
.American  (flinical  and  Climatological 
.Association;  and  the  .Association  ot 
.American  Colleges,  in  which  he  is  a 
Distinguished  Service  Member. 

The  subject  of  his  oration  was  “The 
Scorecard:  How  .Are  We  Doine  in 
Health  (hire  in  .America." 


President  of  Robert  Wood  Johnson 
Foundation  is  37th  Chapin  Orator 


Annual  Meeting 


May  17,  1978 


2 

Dr.  Charles  E.  Millard 
Wins  Fiske  Fund 
Competition  1977 

Charles  1,.  Millard,  M.D.,  I’resuleiii 
()1  the  Medic.i!  Associates  ol  Urislol 
C'oimiv.  Assislaiit  C'hnical  Prolcssor, 

I )epartmeni  ol  h'aniilv  Practice,  Prown 
Lhiiversilv.  iVdju'ict  .Associate  Profes- 
sor. l)e|rariineni  of  Ihunily  Practice, 
Llnisersity  ol  Massachusetts  at  Woi- 
cester,  .iiul  attending  Physician,  Rhode 
Island  I lospital  has  been  named  as  the 
wanner  ol  the  C-aleh  Piske  Pund  Pssa\ 
Competition  lor  the  second  consecutive 
time,  d he  last  man  to  have  w'on  this 
competition  tw'o  times  in  a row  was 
Charles  V.  Chapin  in  ISSS  and  ISSP. 
d'he  subject  assigned  to  be  w'ritten  this 
year  was  “Application  of  Camtinuing 
Medic. il  education  to  the  Actual  Clin- 
ical Practice  of  the  Physician.”  Dr.  Mil- 
lard's w'inmng  essay  for  the  1P75  C^om- 
petitioti  w'as  entitled,  “Rhode  Island 
Medicine  in  the  Revolution.” 

The  I'iske  Fimd  Competition,  one 
of  the  oldest  in  the  country,  was  in- 
itiated through  a becjiiest  by  t/ileb 
b'iske  to  tbe  Rhode  Island  Medical  So- 
cietv  in  1S34.  Doctor  biske.  a Scitu.ite 
Practitioner,  was  the  fourth  president 
of  the  state  medical  society  from  IMh 
to  1823, 

House  and  Council 
Meetings  Scheduled 

The  follow'ing  tentative  schedule  of 
major  meetings  for  197S  and  1979  has 
been  established: 

Monday,  )une  5,  197S  — Council 
Monday.  September  11,  197S  — Council 
Wednesday,  October  IS.  197S  — House 
Monday,  November  H,  197S— Council 
Mondav,  January  15,  1979  — Council 
Wednesdav,  February  15.  1979 — House 
Monday,  March  5,  1979  — Council 
Wednesday,  March  21,  1979  — House 
Wednesday,  Mav  16,  1979  — Annual 

Meeting 

All  Society  members  are  invited  to 
attend  any  meeting  of  the  House  of 
Delegates  as  spectators. 


NEW  OFFICERS 

(Continued  from  page  1) 

C anmittee  and  a member  ol  the  C>.  \.  I . 
'bask  Ihirce  Committee.  He  is  also  a 
member  of  the  Credentials  ('ommlttee 
for  the  American  College  ol  Surgeons; 
a member  ol  tbe  Hoard  ol  Directors  loi 
Rhode  Island  PSRO;  and  a member  ol 
the  Planning  and  Resource  Allocation 
('ommitlee  ol  the  Rhode  Island  Hos- 
pital. Dr.  Hill  also  holds  the  position 
of  C-linical  Assistant  Professor  in  the 
Hrow'n  University  Program  in  Medi- 
cine. 

Melvin  I).  HolTman,  M.I). 
Secretary 

!)'■.  HolTman.  who  wall  .serve  his  sec- 
ond term  as  Secret.iry.  is  ('linical  .As- 
sistant Prolessor  in  the  Hrowm  Univer- 
sity Program  in  Medicine;  (duel  ol  the 
Division  of  (reneral  \Iedicine  at  Miii- 
am  Hospital;  stalT  member  ol  Rhode 
Island  Hospital;  courtesy  st.tiT  member 
at  Hittlcr  Health  Center  and  Wometi 
and  Infants  Hospital;  and  a cotisitUing 
physiciati  at  Wootisocket  Hospital. 

Melvyn  M.  (»elch,  M.D. 

Treasurer 

Dr.  (ielch,  who  wall  serve  his  second 
term  as  Treasurer,  is  Associate  Surgeon 
iti  ncitrologtcal  surgery  at  Rhode  Ul.md 
Hospital;  Clinical  Instructor  in  neuro- 
logical sitrgerv  at  d lifts  Medical  School, 
ceitihed  member  of  the  American 
Hoard  of  Neurological  Surgerv,  and 
Fellow'  and  member  of  the  Rhode  Is- 
land Advi.sorv  Committee  ot  the  .\.mer- 
ic-'ii  College  of  Surgeons. 

Dr.  Caruolo’s  Message 

At  the  Installation  Dr.  (airuolo  atl- 
dressed  the  meeting  with  the  following 
message : 

“In  accepting  this  office  I first  w'ish  to 
say  to  the  people  of  Rhode  Island  that 
the  primary  jaurpose  of  the  Rhode  Is- 
land Medical  Society  during  the  com- 
ing year  w'ill  be,  as  it  ever  w'as  and  al- 
w'ays  wall  be,  that  of  providing  you 
wdth  the  highest  equality  of  medical 
care  possible. 

“We  are  now  as  a nation  and  as  a 
.state  in  the  process  of  creating  a health 
care  deliverv  svstem,  a totally  new  con- 
cept not  vet  grasped  hy  the  public  nor 
by  manv  members  of  our  own  Society . 

“For  the  next  vear  I extend  a warm 
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handshake  of  cooperation  to  all  did  jli| 
organi/.il ions  who  e goals  are  s.niil 
to  ours  — the  executive  branch  ol  o :V 
suite  g ivernment  admirably  represei  h 
cd  bv  (irwe  nor  Joseph  Carrahy,  Dcl^h 
to-  Joseph  1..  Camnon  and  the  1 leal 
.Services  ('<  uncil.  the  State  Legislaiu 
the  Statew'ide  Health  Care  Coordin  , 
ing  (k)Uticil,  Hrown  Utuversity  P' 
gratn  itt  Medicitie,  Health  Planni 
Council  Inc.,  the  Hlue  plans,  Rhode 
land  I lealrh  Services  (Search),  t 
.Medicare  atid  .Medicaid  admitiistratio 
Rhode  Island  PSRO,  the  Hospital  ; 
sociatioti  ol  Rhode  IslantI,  Rhode 
land  State  Nurses  .\ssociatioti,  a 
many  others,  .seemingly  ud  infwitu 
Ihis  unfitiished  litany  has  been  i 
w'av  of  sayitig  that  the  health  care  art; 
is  vast  and  complex  and  if  genuine 
operatiori  and  understatKling  is 
practiced  by  all  elements  ol  the  svst 
there  will  he  no  Improvemetits  at  all 
the  health  care  available  to  our  peo) 
“Hecause  in  mv  opinion  any  he; 
care  delivery  sy.stem  wdthtnit  deliv 
of  ipialitv  medical  care  as  its  keyst: 
is  an  arch  destined  soon  tt>  crum 
therefore  1 pledge  to  work  dilliget 
to  place  in  proper  perspective  the  i 
of  the  physician  in  the  medical  care 
liverv  system  and  the  role  of  med, 
care  in  the  health  care  delivery  syst 
“I  extend  my  appreciation  to  the  mil 
bership  f)f  the  Rhode  Island  .Med 
Society,  and  to  its  Nomintiting  C 
mittee.  CTmncil,  and  Hou.se  of  F- 
■rates  for  the  honor  of  permitting 

^ I 

to  serve  you/ 

Retirement  from 
Prov.  Medical  Buref 

Mrs.  Gertrude  Houcher.  chief  o[- 
tor  of  the  Medical  Hureau  of  the  Pi, 
deuce  Medical  .Vssociation  for 
years,  retired  May  .41,  197S.  Mrs.  i 
cher,  formerly  a resident  of  Harriny 
lives  in  Warwdek  Under  her  d 
tion  the  bureau  functioned  elficui 
and  often  w'ent  w'ell  beyond  the  o', 
ary  course  of  duty  in  the  meetinj 
special  demands.  During  the  Bhz! 
of  7S  Mrs.  Boucher  was  the  last  of 
eral  riperators  to  be  relieved  after, 
continuous  days  of  emergency  diit: 
the  switchboard. 
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BACK  TO  THE  CLASSROOM 


The  medical  faculty  at  Brown  Uni- 
versity (and  in  particular  the  Medical 
Curriculum  Committee)  have  periodi- 
cally reviewed  the  ways  in  which  our  medical 
students  have  employed  their  time  in  the  last 
(eighth)  semester  of  medical  school.  An 
analysis  of  these  elective,  individually-de- 
signed curricula  indicates  clearly  that  this 
eighth  semester  serves  many  purposes:  it 
functions  as  a time  for  random  clinical 
electives,  for  exploratory  clinical  experiences 
on  other  campuses,  time  for  reflection  and 
decompression,  for  taking  inventory  and 
even  preparation  for  an  impending  shift  in 
housekeeping. 

The  members  of  the  new  senior  class  (MD 
Class  of  1979)  were  recently  invited  to 
consider  a return  to  formal  studies  on  the 
central  Brown  campus  in  order  to  engage  in 
rigorous  courses  of  possible  relevance  to  their 
chosen  professional  careers.  This  eighth 
semester  represents  the  last  realistic  opportu- 
nity for  the  medical  student  at  Brown  (or 
indeed  at  any  other  medical  school)  to  enjoy 
a total  intellectual  commitment  and  to 
engage  freely  in  uninterrupted  scholarly 
activities.  There  will  never  be  another  period 
of  time  in  their  professional  lives  free  of 
clinical  or  administrative  responsibilities  with 
their  attendant  energy  drain.  The  Eighth 
Semester  Program,  in  a sense,  will  permit 
them  to  experience  the  satisfaction  akin  to 
that  of  a sabbatical  leave.  It  is  hoped  that 
many  of  the  students  will  agree  that  this  is 
likely  to  be  more  productive  for  them 
personally  than  a commitment  to  a cluster  of 
clinical  electives  which  offer  neither  challenge 
nor  cohesive  design. 


With  the  help  of  special  faculty  counsel- 
lors, the  Brown  medical  students  will  be 
encouraged  to  register  for  a series  of  campus 
courses  in  such  areas  as;  neuroengineering; 
linguistic  science;  language  acquisition  in 
children;  medical  anthropology;  cultural  ecol- 
ogy; environment  and  urban  affairs;  popula- 
tion genetics;  fertility;  nutrition;  alcohol, 
health  and  culture;  culture  and  human 
behavior;  American  urban  history;  law  and 
society;  mathematical  models  in  physiology; 
critical  reasoning;  radiation  physics;  compu- 
ter sciences;  ideas,  myths  and  themes; 
modern  science  and  human  values;  percep- 
tion; trends  in  cognitive  development;  welfare 
economics;  social  ethics;  deviant  behavior; 
conceptions  of  men,  diversity  and  coherence; 
learning  and  conditioning;  psycholinguistics; 
human  information  processing;  principles  of 
demography;  ethics;  religion  and  society;  as 
well  as  advanced  courses  in  chemistry, 
physics  and  biology.  In  excess  of  ninety 
superior  courses  are  available  to  our  senior 
medical  students  within  the  structure  of  this 
program. 

For  those  students  participating  in  the 
Eighth  Semester  Program,  a limit  of  three 
campus  courses  is  recommended  so  as  to 
leave  them  some  time  for  limited  participa- 
tion in  a few  clinical  conferences  (eg,  hospital 
grand  rounds,  special  lectures).  It  is  too  early 
to  say  how  many  of  the  next  class  of  seniors 
will  venture  into  the  program. 

If  it  could  be  shown  that  the  conventional 
use  of  the  last  five  months  of  medical  school 
(ie,  enrollment  in  essentially  undemanding 
clinical'  electives)  provides  the  student  with 
critical  skills;  or  conversely,  that  intensive 


Librax 


classroom  activity  during  these  final  months 
deprives  the  students  of  these  needed  skills, 
then  this  program  would  not  be  proposed. 
However,  it  is  the  virtually  unanimous  con- 
clusion of  those  concerned  with  medical  edu- 
cation at  Brown  that  the  years  of  internship 
and  residency  will  more  than  conpensate  for 
this  alleged  loss  of  practical  skills. 

It  is  customary  to  regard  the  formal 
preparation  of  the  physician  as  an  education- 
al continuum  with  the  MD  diploma  awarded 
somewhat  arbitrarily  between  the  undergrad- 
uate and  graduate  phases  of  the  process.  The 
conventional  curricular  sequence  in  this 
process  consists  first  of  education  in  the 
liberal  arts  and  sciences  followed  by  the  basic 
social  and  medical  sciences.  Thereafter, 
supervised  education  in  the  clinical  sciences, 
with  a gradual  weaning  process  at  the  end  of 
some  twelve  years,  produces  the  independent 
practitioner  of  medicine.  This  traditional 
design  has  been  modified  recently  on  some 
campuses  by  the  introduction  of  patient- 
contact  before  the  basic  sciences  have  been 
completely  explored;  but  the  fundamental 
curricular  progression  is  preserved  neverthe- 
less at  most  medical  schools. 

The  Eighth  Semester  Program  at  Brown 
represents  a conscious  reversal  of  the  classi- 
cal educational  sequence  in  the  making  of  the 
physician.  A program  of  the  kind  described 
above  is  easier  to  initiate  and  maintain  in  a 
young  medical  school  which  is  both  physical- 
ly and  functionally  a part  of  the.  University. 
The  continuance  of  this  Eighth  Semester 
Program  experiment  requires  that  both 
faculty  and  students  view  medical  school  not 
as  a trade  school  but  rather  as  one  element  in 
a lifelong  learning  process. 

Stanley  M.  Aronson,  MD 

Dean  of  Medicine 

Brown  University 


CAPE  COD:  FALMOUTH— FOR  SALE 
Investment  Income  Properties 

Distinctive  remodeled  2-story  farmhouse.  2 
apartments.  12  rooms,  5+  bedrooms,  3 Vi  baths. 
Former  Doctors'  offices. $65,000.  Two-bedroom 
townhouse  condominium.  Quiet,  wooded  setting. 
Swimming  pool,  tennis  court,  club  house.  Only  2 
years  old.  Near  town,  beaches,  golf  courses.  Only 
41  units  on  25  heavily  wooded  acres.  $55,000. 
Select  homes  and  homesites,  some  waterfront, 
for  investment  tax  shelters. 

Call  Harold  Bach,  R.E.  (61 7)  540  0707 


Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2 5 mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction;  hypersensitivity  to  chior- 
diazepoxide  FICI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g. , operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  FICI)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  ail  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially,  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors, phenothiazines  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax. 

When  chlordiazepoxide  HCI  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  /.e. , dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


RfirUP  \ Roche  Products  Inc 
nUUnt^  Manati,  Puerto  Rico  00701 


In  tnpating  certain  G.I.  disordlers ... 

ice  wur  therapeutic  e^J^ectati 
wim  the  triple  benefits  of  . 

T|p\  Adjunctive 


Each  capsule  contains 
5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


antianxiety/antisecretorji^antispasmodic 

V ■ 

Librax  is  unique  amraig  G.1  isjedications 

specific  aritianxietyaction  of 
’ (chior^zepoxide  HCI)  as  well  as  the  potent 
anfisecretor  y and  antfepasmodic  actions  of 
QUARZAN*(cli(Unium  Br)  for  adjunctive  therapy 
of  irritable  bowel  syndrome’and  duodenal  ulcer* 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 

I Please  see  brief  summary  of  prescribing  information  on  preceding  page. 

I 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DVSfflDE 

I'^ach  capsule  contains  50  mg.  of  Dyrenium®  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum,  electrolyte  determinations  (particularly 
important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 


FOR  LONG-TERM  CONTROL 
OFHYPERTENSIONr 
SERUM  K^AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum 
frequently;  both  can  cause  retention  and 
elevated  serum  K+ . Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 
The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dyazide’  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 


SK6F  CO.,  Carolina,  P.R.  00630 


SK&F  CO. 

a SmithKIine  company 


100  mg  250  mg  500  mg 


Iblinase 

tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 
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ISHir  Patieiit 
Saves  Dollars 
with  Generics 
by  PUREES 

Here’S  Proof! 

These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  phannades. 

QUANTITY  BRAND  NAME®  PRICE  PUREPAC  GENERIC  PRICE  SAVINGS 

30 Polycillin(250  mg.) $8.70  . Ampicillin  (250  mg.) $2.40  $6.30 

100 Equanil  (400  mg.)(3 8.09  . . Meprobamate  (loo  mg.  )G  1.83  6.26 

100 Darvon  Comp.  65  G . 7.83  Propoxyphene  HCl  Comp.  65  G 4.63 . . 3.20 

100 Pavabid  (150  mg.) 11.73  Papaverine  HCl  T.R.(ioo  mg.) 4.33 . . 7.40 

100 Thorazine  (50  mg.) 6.03  . . Chlorpromazine  HC1(50  mg.) . . . 3.23  2.80 

100 Libriumdo  mg.)G 7.11 . . Chlordiazepoxide  HCl  (io  mg.  )@  4.89.  2.22 

© • 

The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 

Brand  names  are  registered  trademarks  of 
Bristol  Labs.,  Wyeth  Labs.,  Eli  Lilly  G Co., 

Marion  Labs.,  Smith  Kline  Gt  French  Labs., 

Roche  Labs,  respectively. 

AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICSf 


Fiske  Fund  Prize  Dissertation  1977 


Application  of  Continuing  Medical  Education 
to  Actual  Clinical  Practice  of  the  Physician 


V/e  Must  Change  To  Meet  The  Challenges 
Of  Altered  Circumstances 


By  Charles  E.  Millard,  M.D. 

C^ontinuing  medical  education  is  widely 
espoused  and  in  many  circles  approved 
and  accepted  as  a means  of  maintaining  the 
competence  of  the  practicing  physician. 
Although  this  concept  undoubtedly  has 
merit,  it  would  appear  that  this  is  a simplistic 
solution  to  a complex  and  extremely  im- 
portant problem.  At  this  time  continuing 
medical  education  is  essentially  experimental 
and  pragmatic  in  method  and  content. 
Despite  this  fact  it  is  being  increasingly 
mandated  by  many  groups.  However,  what 
should  be  mandated  before  this  excellent 
concept  is  destroyed  by  well-intentioned 
individuals  is  an  in-depth  study  and  reassess- 
ment of  this  whole  educational  undertaking. 

Just  eight  years  ago  the  only  continuing 
medical  education  requirement  anywhere  in 
the  country  was  that  of  the  American 
Academy  of  General  Practice.  Now  CME  is 


Publication  supported  in  part  by  Fiske  Fund. 
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Assistant  Professor  of  Family  Medicine 
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Associate  Professor,  University  of  Massa- 
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required  by  17  medical  societies,  14  state 
osteopathic  associations,  the  American  Os- 
teopathic Association,  8 specialty  societies, 
and  one  specialty  board  (The  American  Board 
of  Family  Practice),  and  19  state  licensing 
boards  will  require  CME  by  1981.  Moreover, 
three  other  specialty  boards — surgery,  tho- 
racic surgery  and  colorectal  surgery — have 
made  CME  mandatory  for  newly  certified 
diplomates. 

“For  all  practical  purposes,  CME  is  no 
longer  voluntary  for  practicing  physicians,” 
asserts  Doctor  C.  H.  William  Ruhe,  the 
AMAs  leading  expert  on  continuing  educa- 
tion. “In  more  than  half  the  states,  CME  is 
required  either  for  licensure  or  medical 
society  membership.  It  doesn’t  matter  wheth- 
er other  states  follow  suit  or  not,  although  1 
expect  they  will,  because  CME  is  now 
generally  viewed  as  necessary  for  the  prac- 
ticing doctor.  The  medical  profession  has 
accepted  the  concept  and  so  has  the  public.”' 

Historical  Background 

Miller  has  stated  that,  despite  a seemingly 
endless  round  of  conferences,  symposia, 
round  table  discussions,  and  panel  debates 
over  the  last  twenty  years,  continuing 
medical  education  in  1974  is  not  greatly 
different  from  what  it  was  in  1964  or  in  1954 


Application  Of  Continuing  Medical  Education 


233 


for  that  matter.  There  is  simply  a greater 
quantity  of  the  same  familiar  things. ^ 

Human  knowledge,  the  substance  of  edu- 
cation has  more  than  doubled  since  1950.  In 
this  same  period  more  words  have  been 
communicated  and  more  books  have  been 
published  than  in  the  four  hundred  years 
since  the  discovery  of  printing. 

During  this  time  medical  knowledge  has 
doubled,  and  medical  education  is  rapidly 
changing  its  aims  and  concepts.  Most  of  the 
drugs  and  technological  procedures  now 
employed  in  clinical  medicine  were  intro- 
duced in  these  last  two  decades.  Twenty  years 
ago  the  physician  was  supported  by  three 
ancillary  personnel;  today  there  are  thirteen, 
and  it  is  predicted  in  5 years  that  the  number 
will  be  twenty. 

All  of  these  facts  are  having  a profound 
effect  upon  the  doctor  and  his  relationship 
with  his  patient,  with  his  place  in  society,  and 
with  the  attitude  of  the  public  toward  him. 
The  progressively  decreasing  half-life  of 
medical  knowledge  has  led  to  public  concern 
for  the  physician’s  competence.  In  the  past, 
changes  of  this  magnitude  evolved  over 
decades  or  centuries  rather  than  a few  years. 

The  laity  has  become  increasingly  and 
inextricably  involved  in  medicine  through  the 
control  of  hospital  boards,  government 
Medicare  and  Medicaid,  third  party  payers, 
and  the  escalating  costs  of  medical  care.  In 
view  of  these  rapidly  evolving  changes  the 
medical  profession  must  make  such  adjust- 
ments as  appear  needed.  We  cannot  maintain 
the  anachronistic  position  of  the  physician  in 
1950,  who  could  keep  abreast  of  current 
knowledge  by  occasional  attendance  at 
conferences.  Professional  reorganization  is 
now  necessary  to  cope  with  the  rapid 
obsolescence  of  knowledge  and  the  increasing 
volume  of  new  concepts.  The  profession  and 
the  public  both  justifiably  demand  con- 
tinuing high  standards. 

The  Problem 

The  medical  profession  is  now  confronted 
with  the  problem  of  assuring  the  main- 
tenance of  professional  competence  of  its 
members  during  their  entire  careers  in 
clinical  practice.  It  has  been  stated  that  once 
a problem  has  been  defined,  usually  a 
solution  can  be  found. 

The  magnitude  of  this  problem  is  best  put 
into  its  proper  perspective  when  one  ponders 


the  many  variables.  First,  there  is  the 
diversity  of  practices — specialties,  subspecial- 
ties, solo,  and  groups,  which  may  be  specialty 
or  multispecialty;  second,  geographic  varia- 
tions urban,  suburban,  and  rural;  third, 
variables  of  population  which  may  be 
endemic  or  ethnic,  and  various  mixtures  of 
races,  creeds,  and  medical  superstitions; 
fourth,  variations  of  economic  and  socio- 
logical factors,  which  are  further  compound- 
ed by  insufficient  personnel  and  resources, 
and  insufficient  organization  of  personnel 
and  resources;  and,  finally,  suboptimal  per- 
formances by  personnel. 

Additionally,  how  do  we  best  measure  a 
physician’s  knowledge,  his  interpersonal  re- 
lationship skills,  his  perceptual  skills,  and  his 
psychomotor  skills. 

The  principal  objective  of  continuing 
education  is  to  provide  for  the  constant 
improvement  of  medical  care.  This  is  true  for 
a single  practicing  physician  as  it  is  for  a 
community  of  physicians.  To  accomplish  this 
goal  the  physician  must  have  some  way  of 
examining  what  it  is  he  does,  so  that  he 
might  know  precisely  what  he  might  do 
better  or  differently.  This  is  the  essence  of 
education:  specific  identifications  of  educa- 
tional needs  based  on  analysis  of  real 
situations,  with  subsequent  introduction  of 
specific  educational  efforts  directed  towards 
those  needs.  To  date,  most  programs  for 
continuing  medical  education  have  not  been 
organized  on  this  basis. ^ 

The  Possible  Solution  — Continuing 
Medical  Education 

The  American  Academy  of  General  Prac- 
tice originally  introduced  the  concept  of  con- 
tinuing education  as  a prerequisite  for 
membership.  When  Family  Practice  was 
recognized  as  a specialty,  the  American 
Board  of  Family  Practice  introduced  the 
concept  of  recertification  every  seven  years  as 
a requirement  for  maintenance  of  member- 
ship. At  the  present  time  CME  has  been 
mandated  by  several  states  for  relicensure,  by 
other  specialty  societies  for  membership,  by 
state  medical  societies,  and,  finally,  by  many 
malpractice  self-insurance  programs. 

Perhaps  this  is  an  inevitable  development 
of  our  time,  but  we  owe  it  to  all  concerned  to 
examine  with  the  utmost  care  the  rationale, 
the  objectives,  and  the  methods  of  continuing 
medical  education  before  we  impose  this 


234 


Rhode  Island  Medical  Journal 


costly  obligation  on  ourselves  and  our 
successors.  Practically  every  “good”  move- 
ment of  our  time  has  begun  as  a voluntary 
ideal,  but  has  ended  in  a set  of  regulations 
administered  by  a bureaucracy.^ 

A Critique  of  Continuing 
Medical  Education 

Many  criticisms  of  the  present-day  pro- 
grams are  heard:  1.  We  should  follow  the 

method  of  andragogy  rather  than  of  peda- 
gogy and  problem-orientation  rather  than 
subject-orientation!  2.  Diagnosis  of  patient 
care  needs  must  precede  educational  therapy. 
3.  CME  alone  falls  short  of  the  goal.  We 
shall  review  each  one  briefly. 

Pedagogy  vs.  Andragogy 
Subject  Orientation  vs.  Problem  Orientation 

One  of  the  often  voiced  criticisms  is  that 
most  of  these  programs  involve  a lecture 
format  with  a student-teacher  relationship. 
Knowles  has  supported  this  observation  and 
espouses  andragogy,  the  art  and  science  of 
helping  adults  to  learn,  as  distinct  from 
t pedagogy,  the  art  and  science  of  teaching 
children.  He  uses  this  term  to  make  clear 
certain  assumptions  which  are  crucial  about 
the  characteristics  of  adult  learners  in 
contrast  to  the  assumptions  made  in  peda- 
gogy about  child  learners. 

These  four  assumptions  are: 

1.  As  a person  matures,  his  concept  of 
self  moves  from  one  of  being  a dependent 
personality  toward  one  of  being  a self- 
directing human  being. 

2.  As  a person  matures  he  accumulates  a 
growing  reservoir  of  experience  that  becomes 

j an  increasing  resource  of  learning, 
j 3.  As  a person  matures  his  readiness  to 
j learn  becomes  oriented  increasingly  to  de- 
1 velopmental  tasks  and  social  roles, 
j 4.  As  a person  matures  his  time  perspec- 
j tive  changes  from  one  of  postponed  applica- 
tion of  knowledge  to  immediacy  of  applica- 
tion; accordingly  his  orientation  to  learning 
shifts  from  one  of  subject-centeredness  to  one 
of  problem-centeredness. 
j In  the  adult,  learning  occurs  in  the  here 
and  now.  It  must  be  congruent  with  the 
demands  of  the  world  of  work.  The  indivi- 
duals who  make  up  health  manpower  tend  to 
be  goal  oriented.  Their  education  and 
training  must  make  sense  to  them  in  terms  of 
work  demands. 


The  developmental  tasks  of  adults  usually 
present  problems  to  be  solved.  The  daily  diet 
of  adulthood  is  made  up  of  exploring 
alternatives  and  selecting  from  options  — in 
short,  of  decisions,  large  and  small. ^ 

Kurt  Lewin,  the  renowned  social  scientist, 
in  his  studies  has  confirmed  that  the  favored 
lecture  method  of  content  transfer  is  an 
ineffective  educational  method  of  affecting 
behavorial  changes.^  This  course  is  the  all 
important  point  of  continuing  education. 

Educators  of  adults  have  long  proposed 
that  the  best  approach  to  a continuing 
educational  program  involves  studying  pro- 
blems rather  than  subjects.  In  1926  Linde- 
man  wrote  that  adult  education  represents  a 
process  in  which  the  adult  learns  to  become 
aware  of  and  to  evaluate  his  experience.  To 
do  this  he  cannot  begin  by  studying 
“subjects”  in  the  hope  that  some  day  this 
information  will  be  useful.  On  the  contrary, 
he  begins  by  giving  attention  to  situations  in 
which  he  finds  himself  involved,  to  problems 
which  include  obstacles  to  his  self-fulfillment. 

Two  decades  later  Leland  P.  Bradford  in 
his  classical  article  “Planning  the  Work- 
Group Conference”  stated  as  his  first  prior- 
ity: The  successful  work  conference  demands 
that  problems,  rather  than  topics,  be  dealt 
with  and  that  these  problems  be  those  seen 
by  the  delegates  as  their  problems. 

“Problem-posing”  adult  education,  as  de- 
fined by  Friere,  rejects  communiques  and 
embodies  communication.  Liberating  educa- 
tion exists  in  acts  of  cognition,  not  trans- 
ferals of  information.  Open  and  free  teacher- 
student  communication  is  essential.  Such 
communication  is  difficult  from  the  lecture 
podium.  The  teacher  is  not  merely  the  “one 
who  teaches”,  but  is  also  himself  taught  in 
dialogue  with  the  students,  who  in  turn, 
while  being  taught,  also  teach.  They  become 
jointly  responsible  for  a process  in  which  all 
grow,  the  students,  no  longer  docile  listeners, 
are  now  critical  co-investigators  in  dialogue 
with  the  teacher.  Friere  believes  that  in  open 
communication  and  discussion  with  the  adult 
learner  the  instructor,  reflecting  a new' 
humility,  seeks  to  help  the  learner  identify 
problems  and  a corresponding  curriculum 
that  relates  to  reality.^ 

Continuing  education  is  a broader,  larger 
concept  than  adult  education,  in  that  it 
implies  the  notion  of  the  unending  con- 
tinuum of  purposeful  learning  and  individual 
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self-development.  More  than  any  other 
segment  in  the  educational  continuum  it 
embodies  .John  (iardner’s  concept  that  the 
ultimate  goal  . . is  to  shift  to  the  individual 
the  burden  of  pursuing  his  own  education.” 
If  there  is  anything  wrong  with  that  fine 
sentence,  it  is  that  it  does  not  say  “the  burden 
and  the  reward.”-^ 

Miller  believes  that  we  shall  not  meet  the 
goals  set  for  continuing  education  unless  the 
attitudes  which  underlie  personal  responsibi- 
lity for  learning  are  implanted  in  physicians 
at  the  beginning  of  their  professional  educa- 
tion and  nurtured  throughout  its  course  - 
not  merely  imposed  at  its  conclusion.  This 
will  require  teachers  who  play  a different  role 
from  that  commonly  encountered  today. 
Such  teachers  will  focus  attention  of  students 
first  upon  the  process  of  inquiry  into 
problems  rather  than  upon  the  acquisition  of 
facts  about  problems;  they  will  be  more 
concerned  with  e.xploring  issues  with  students 
than  with  providing  those  students  with 
answers  to  questions  they  have  never  re- 
cognized; they  will  be  less  devoted  to 
assessing  the  knowledge  students  acquire 
than  in  determining  the  ways  in  which  that 
knowledge  is  used  in  fulfilling  the  profes- 
sional tasks  they  face.  Such  a role  requires 
more  listening  and  less  talking  by  teachers, 
and  that  is  scarcely  the  way  we  most 
regularly  behave,  despite  our  verbal  acknow- 
ledgement of  better  instructional  methods. 

Dickinson  Richards  said  many  years  ago: 

“For  our  students  we  have  cast  the  lecture 
into  the  outer  darkness  as  an  outworn 
remnant  of  an  earlier  pedagogic  era;  but 
for  ourselves,  we  teachers  continue  to  lecture 
to  each  other  almost  incessantly.  We  dart  all 
around  the  country  ...  winter  and  summer, 
spring  and  fall,  leaving  out  appointed  tasks — 
such  as  teaching  students — and  when  we  get 
there  what  do  we  do?  We  sit  down  and  listen 
to  lectures,  or  worse  still  we  stand  up  and 
give  them.” 

Regrettably,  a recently  completed  survey 
by  the  World  Health  Organization  of 
continuing  education  in  member  nations  has 
shown  that  the  lecture  is  still  the  most  widely 
used  instructional  method  by  a large  margin. ^ 

Diagnosis  of  Patient  Care  Needs  Must 
Precede  Educational  Therapy 

A second  weakness  has  been  that  the 
diagnosis  of  patient  care  needs  seldom 


precceds  educational  therapy.  Most  current 
learning  experiences  in  continuing  medical 
education  are  designed  to  achieve  only 
information  transfer,  implying  that  most 
patient-care  deficits  derive  from  lack  of 
physician-learner  knowledge.  Ihc  literature 
of  continuing  education  would  make  it  seem 
that  it  is  our  failure  to  apply  new  knowledge 
that  represents  the  weakest  link  in  the  chain 
of  assuring  that  the  highest  quality  of 
medical  care  is  delivered  to  the  greatest 
number  of  patients. 

Miller  has  very  astutely  pointed  out  that 
the  correction  of  the  major  health  problems 
in  the  United  States  and  in  other  parts  of  the 
world  does'  not  appear  to  require  any 
substantial  body  of  new  knowledge.  Rather  it 
requires  that  physicians  use  the  knowledge 
they  already  have  in  a different  way. 

He  states  that  physicians  can  be  of  greatest 
service  to  society  if  they  work  at  preventing 
disease  rather  than  treating  it.  But  which  gets 
more  academic  attention  and  rewards  — the 
replacement  of  damaged  arteries  and  heart 
valves  or  the  prevention  of  smoking  and 
obesity?  We  have  been  told  again  and  again 
that  most  of  those  who  consult  us  are  the 
anxious  well  rather  than  curable  sick.  But 
which  gets  more  attention  in  our  education 
programs  — the  pharmocologic  action  of 
drugs  and  their  side-effects  or  the  skills  of 
listening  and  providing  reassurance?  Studies 
of  the  compliance  of  patients  have  repeatedly 
revealed  a high  level  of  failure  to  follow  the 
physician’s  instructions  and  even  a wide- 
spread failure  to  have  prescriptions  filled. 
But  our  educational  programs  seem  far  more 
often  to  deal  with  what  is  new  in  the 
therapeutic  armamentarium  than  with  ensur- 
ing that  either  old  or  new  treatments  are  used 
by  patients  in  the  manner  recommended  by 
their  doctors. 

Miller  concludes  by  stating  that  he  is 
afraid  that  most  of  us  have  been  seduced  by 
the  notion  that  the  professional  responsibility 
which  he  cited  as  a primary  reason  for 
continuing  education  is  a responsibility  to 
keep  abreast  of  current  information  even  if 
the  information  may  have  little  use  to  many 
patients;  even  if  it  means  diverting  attention 
from  other  elements  of  professional  com- 
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petence  that  may  be  of  greater  importance  to 
those  we  serve.  If  we  are  convinced  that 
“keeping  up”  is  the  goal,  we  are  then  easily 
led  to  the  conclusion  that  the  need  in 
continuing  education  is  simply  for  more 
instruction.  In  the  1974-1975  academic  year 
3,677  accredited  courses  were  offered  com- 
pared to  less  than  half  that  number  ten  years 
earlier. 2 

An  issue  relevant  to  Miller’s  suggestion 
was  posited  in  the  following  question  by 
W'ynder:  “Is  it  really  necessary  that  we  must 
end  our  days  old  and  sick  if  we  alter  our 
current  health  care  system?”  This  question 
raises  an  important  issue  about  the  future  of 
our  society  — the  issue  of  conserving  human 
capital  and  resources,  an  issue  more  vital 
and  pressing  than  the  problems  of  conserving 
energy  and  economic  capital  and  resources. 
The  medical  profession  and  society’s  planners 
for  the  future  must  face  responsibly  the  issues 
raised  by  this  question. 

To  understand  the  magnitude  of  this  issue 
the  following  facts  are  offered.  The  popula- 
tion over  45  years  is  growing,  and  the 
population  younger  than  21  is  declining.  By 
the  year  2000  the  United  States  population 
over  65  years  will  have  grown  by  40  per  cent 
and  that  45  to  64  years  old  will  rise  by  50  per 
cent.  Two  thirds  of  medical  care  spending 
is  accounted  for  by  these  age  groups. 
These  age  groups  represent  the  rising  burden 
of  chronic  disease;  e.g.,  heart  disease,  cancer, 
and  stroke,  the  current  cost  of  which  in  1976 
is  approaching  50  billion  dollars  in  direct 
medical  care  spending,  and  probably  twice 
that  amount  in  indirect  (low  income)  costs  of 
morbidity  and  premature  mortality. 

Much  of  this  spending  on  chronic  disease 
is  unnecessary.  Nature  did  not  intend  us  to 
grow  old  and  ill;  we  were  designed  to  die 
young  of  age,  but  free  of  disease.  Epidemio- 
logic evidence  suggests  that  we  can  prevent  a 
substantial  proportion  of  chronic  diseases  by 
improving  life-styles  and  by  preventive  medi- 
cine. 

A corollary  of  this  is  that  the  principal 
function  of  medicine  is  to  keep  people  well 
and  free  of  disease,  a state  that  could  be 
reached  by  “life-style”  medicine.  A society 
free  of  what  we  know  to  be  avoidable  illness 


and  disability  is  a society  that  would  put  its 
funds  to  better  use  than  fighting  hopeless 
battles  against  unnecessary  illness.  By  placing 
an  emphasis  on  preventive  medicine  the 
profession  could  nurture  such  a society? 

Wynder  and  Miller  both  suggest  that  by 
placing  the  emphasis  on  preventive  medi- 
cine physicians  could  be  of  greatest  service  to 
society.  Unfortunately,  the  emphasis  of 
continuing  medical  education  is  on  keeping 
abreast  of  current  information  even  if  this 
information  is  of  little  use  to  many  patients. 
This  is  certainly  an  issue  that  must  be 
addressed  by  those  who  plan  continuing 
education  programs  in  the  future. 

CME  Not  Enough 

The  following  quotations  by  several  lead- 
ing authorities  certainly  suggest  that  the 
present  programs  of  CME  leave  much  to  be 
desired. 

Sanazaro  has  stated  that  careful  sifting  of 
the  literature  on  continuing  education  for 
hard  data  leads  to  the  surprising  discovery 
that  it  has  seldom  been  reported  to  change 
physician  behavior  promptly  or  substantially. 
A national  symposium  in  1975  described  the 
scope  and  rationale  of  continuing  medical 
education  at  length  but  presented  few  data 
on  its  effectiveness.  He  concludes  that  in  the 
absence  of  alternatives  CME  must  remain  the 
foundation  stone  of  professional  commit- 
ment to  maintaining  competence,  but  that 
there  are  serious  limitations  which  must  be 
recognized: 

1.  CME  cannot  be  relied  on  to  remove 
deficiencies  in  performance  when  the  physi- 
cians already  possess  the  knowledge  but 
simply  do  not  apply  it. 

2.  It  is  possible  that  those  physicians 
most  in  need  of  CME  are  not  able  to  attend 
conferences  designed  to  assist  them  in 
understanding  why  their  performance  should 
be  changed. 

3.  Many  physicians  feel  that  they  are 
providing  adequate  care  and  are  keeping  up 
with  new  developments  and  don’t  need  CME. 

4.  It  is  well  documented  that  on  the 
average,  with  advancing  age,  physicians 
devote  less  effort  to  CME,  demonstrate  less 
cognitive  learning,  and  perform  at  a lower 
level. 

Sanazaro  concludes  that,  although  the 
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profession  has  adopted  CME  as  the  best 
method  of  improving  performance  i.e.  by 
responding  to  “educational  needs”  found  by 
audits,  an  impartial  critic  would  have  to 
conclude  that  CME,  in  and  of  itself,  has  too 
little  effect  on  practice  habits  to  be  the 
mainstay  of  professional  self-regulation  of 
quality.  Sanazaro  cites  several  previous 
studies  which  showed  how  CME  failed  to 
change  practice  habits.*' 

Houle  states:  “While  continuing  education 
will  not  cure  all  the  problems  of  the 
profession,  without  it  no  cure  is  possible.” 
Though  essential,  continuing  education  is  not 
a cure-all,  nor  can  it  be  used  effectively  in 
isolation  from  other  strategies. ^ 

Medical  educators  and  health  care  de- 
liverers find  it  difficult  to  define  the 
relationship  between  continuing  education 
and  clinical  competence.  Part  of  this  difficul- 
ty is  that  clinical  skills  do  not  lend  themselves 
easily  to  evaluation.^ 

Mandatory  continuing  medical  educational 
programs  as  they  are  now  administered  are 
predictable  failures.  The  educational  objec- 
tives of  these  programs  are  centered  around 
improving  the  efficacy  of  the  practitioner. 
Improved  patient  care  arising  from  a change 
in  the  behavior  of  the  practitioner  is  sought. 
Attainment  of  this  goal  has  not  been  substan- 
tiated in  any  objective  evaluation.^ 

It  would  appear  from  all  of  the  previously 
cited  evidence  that  CME  alone  will  not 
suffice  to  improve  patient  care.  The  over- 
emphasis on  cognitive  issues  in  education 
derives  from  the  platonic  fallacy  that  know- 
ledge is  virtue  and  that  if  one  knows  the  facts 
his  performance  will  be  outstanding. 'o 

CME  In  Conjunction  With  Other  Modalities  — 
The  Answer 

Haddad  has  suggested  that  the  educational 
needs  should  conform  to  the  professional 
needs  of  a geographic  area.  There  is  no  better 
way  to  accomplish  this  than  by  active 
participation  of  all  physicians  and  hospitals 
in  the  area  in  a concerted  and  sustained  free 
exchange  of  knowledge.  There  must  be  a 
bold  change  in  basic  attitudes  regarding  the 
present  assumed  prerogatives  of  the  indivi- 
dual physician  as  well  as  of  hospitals  and 
teaching  institutions. 

No  examination,  conventional  test,  or  peer 
review,  as  presently  organized,  is  valid  or 
equitable  in  assessing  the  performance  of  the 


physician.  There  is  only  one  universal 
equitable  yardstick  that  can  measure  the 
knowledge  and  performance  of  the  physician, 
whatever  type  of  practice  or  geographic  area; 
the  yardstick  is  the  patient’s  chart. 

In  the  final  analysis,  it  is  the  performance 
of  the  physician  that  matters,  and  this 
performance  profile  is  the  only  objective  and 
valid  testimonial  tailored  to  his  practice  and 
thus  equitable  and  just.*' 

The  rapid  growth  of  medical  auditing,  and 
the  rising  demand  of  public  accountability 
certainly  support  Haddad’s  thesis.  It  has  been 
rather  forcefully  shown  that  a combination 
of  medical  auditing  and  CME  can  better 
contribute  to  quality  assurance.  Sanazaro 
cites  four  instances  under  which  the  technical 
quality  of  care  showed  impressive  improve- 
ment using  these  methods.  He  is  of  an 
opinion  that  quality  assurance  is  now 
interpreted  increasingly  as  a near  guarantee 
that  the  actual  care  given  every  patient  meets 
the  prevailing  standards  of  quality.  This  is 
the  emerging  reality  within  which  we  must 
judge  the  present  adequacy  of  medical 
auditing  and  CME. 

It  is  his  contention  that  the  one  obvious 
common  denominator  in  these  studies  is  a 
professionally  acceptable  form  of  surveillance 
or  monitoring.  Each  of  the  techniques  for 
monitoring  achieved  that  which  is  impossible 
for  CME:  each  influenced  the  physician  at 
the  time  and  place  he  was  actually  providing 
care  to  an  individual  patient.  Acting  directly 
or  through  enhanced  awareness  and  motiva- 
tion, each  of  these  assisted  the  physician  in 
applying  more  fully  the  information  and 
skills  that  he  already  possessed.* 

Audits  as  a useful  tool  in  assessing  a 
physician’s  performance  must  be  recognized 
as  having  limitations  just  as  CME  has  its 
limitations.  Among  these  are,  how  well  do 
entries  in  the  medical  record  reflect  what 
actually  happens  to  the  patient?  Notation  of 
a cardiac  murmur  may  be  present,  but  does  it 
accurately  reflect  the  cardiac  findings?  Can 
we  be  sure  that  the  patient  has  received  the 
medications  noted  on  the  chart?  These  data 
must  be  studied  in  more  depth  to  be  sure 
they  actually  reflect  what  is  taking  place. 

Audits  are  not  especially  well  designed  to 
assess  a physician’s  knowledge,  or  new  ideas, 
or  his  familiarity  with  local  resources.  They 
provide  little  data  concerning  the  nature  of 
the  physician’s  interpersonal  skills.  Other 


238 


Rhode  Island  Medical  Journal 


techniques  will  be  required  to  test  his 
perceptual  and  psychomotor  skills.  Unfortu- 
nately the  present  state  of  medical  science  is 
such  that  vigorous  auditing  can  only  be 
applied  to  a narrow  segment  of  patient  care. 
Therefore,  the  full  spectrum  of  professional 
monitoring  should  include,  in  addition  to  the 
auditing  committee,  all  hospital  committees 
that  relate  to  quality. 

The  foregoing  discussion  points  up  the 
shortcomings  of  both  the  audit  and  continu- 
ing medical  education  either  singly  or 
combined.  As  far  as  hospital  care  is 
concerned.  Professional  Standards  Review 
Organizations  and  the  Joint  Commission  on 
Accreditation  of  Hospitals  have  assumed  the 
major  responsibilities  in  setting  up  quality  of 
care  assessment  procedures.  Unfortunately, 
most  of  our  effort  attempting  to  measure 
competence  has  been  directed  at  hospital 
care,  but  hospitalized  patients  constitute  only 
a miniscule  proportion  of  the  patient  popula- 
tion. 

The  Real  Problem 

The  aim  of  continuing  medical  education  is 
to  assure  the  delivery  of  high  quality  medical 
care  by  the  greatest  number  of  physicians  to 
the  largest  number  of  patients.  It  is  patently 
obvious  that  most  patients  are  treated  in 
physicians’  offices. 

This  was  vividly  and  conclusively  demon- 
strated by  White  et  al.  They  showed  that 
within  the  average  month  in  Great  Britain 
and  the  United  States,  for  every  1000  adults 
(sixteen  and  over)  in  population,  about  750 
will  experience  what  they  recognize  and 
recall  as  an  episode  of  illness  or  injury.  Two 
hundred  and  fifty  of  the  750  will  consult  a 
physician  at  least  once  during  that  month. 
Nine  of  the  250  will  be  hospitalized,  five  will 
be  referred  to  another  physician,  and  one  will 
be  sent  to  a university  medical  center  within 
that  month.  Expressed  simply,  96  per  cent  of 
people  who  experience  an  illness  or  injury  are 
seen  in  physicians’  offices  and  only  4 per  cent 
in  hospitals.^^  Obviously  then  these  facts 
demand  that  any  plan  for  continuing  educa- 
tion should  be  focused  preponderantly  on  the 
problems  of  office  practice  and  not  on 
hospital  cases.  Parodoxically,  until  now  this 
has  not  been  the  case,  and  until  this  is 
accomplished  continuing  medical  education 
will  not  achieve  the  purpose  for  which  it  is 
intended. 


These  facts  raise  serious  questions  about 
the  nature  of  the  average  medical  student’s 
experience,  and  that  of  some  of  his  clinical 
teachers,  with  the  substantive  problems  of 
health  and  disease  in  the  community.  In 
general,  this  experience  must  be  both  limited 
and  unusually  biased  if  in  a month  only 
().0()13  of  the  “sick”  adults  or  0.()04  of  the 
patients  in  a community  are  referred  to 
university  medical  centers.  Under  such  cir- 
cumstances it  would  be  difficult,  if  not 
impossible,  for  those  at  medical  centers, 
without  special  efforts,  to  obtain  valid 
impressions  of  the  overall  health  problems  of 
the  community.'’ 

Interestingly,  Escovitz  states  that  in  the 
past  two  decades,  community  hospitals  have 
become  increasingly  important  in  patient 
care  and  often  have  become  the  focus  of 
community-based  health  service  programs. 
Busy  physicians  appreciate  the  convenience 
of  having  continuing  education  programs 
that  are  based  in  their  own  hospitals  and  that 
revolve  around  patient  care  problems  they 
encounter  in  their  own  institutions. 

The  American  College  of  Physicians  de- 
veloped the  first  major  program  of  physician 
self-evaluation  of  medical  knowledge.  In 
these  activities  the  physician  takes  examina- 
tions at  home,  which  then  are  graded  by  the 
sponsoring  organization  and  returned  with 
the  correct  answers  and  appropriate  refer- 
ences so  that  the  examination  may  be  used  as 
an  experience  in  self-evaluation  and  learning. 
The  relative  strengths  and  weaknesses  in  the 
physician’s  knowledge  are  pointed  out  to 
him,  and  he  is  encouraged  to  concentrate  his 
educational  efforts  on  correcting  his  demon- 
strated deficiencies. 

An  extension  of  this  process  was  later 
developed  at  the  University  of  Wisconsin  by 
Thomas  Meyer,  MD.  In  his  program  a 
medical  assistant  visits  the  physician’s  office 
and  develops  an  individual  physician  practice 
profile.  This  profile  is  a description  of  the 
physician’s  practice,  encompassing  the  kinds 
of  patients  he  sees  and  the  problems  he  faces. 
Next,  the  physician  is  given  an  examination 
in  those  areas  of  medicine  that  represent  a 
significant  part  of  his  actual  practice  ex- 
perience. It  then  becomes  possible  to  deter- 
mine the  physician’s  knowledge  deficits  and 
to  relate  these  “gaps”  to  the  patient  care 
problems  he  encounters  most  frequently. 
This  information  is  given  to  a preceptor- 
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teacher  who  works  with  the  physician  in 
developing  an  educational  program  to  fill  his 
defined  knowledge  deficits.  Although  this 
process  takes  considerable  time  and  effort, 
the  physician  is  aware,  if  and  when  he  does 
poorly  on  an  examination,  that  the  questions 
relate  directly  to  problems  presented  by  his 
own  patients. 

The  problem  of  developing  techniques  to 
assess  the  proficiency  of  care  rendered  in  an 
office  was  addressed  by  Bjonn  and  Cross.  By 
use  of  the  problem  oriented  record,  they 
describe  several  types  of  analysis.  Periodical- 
ly they  review  data-based  information  to 
determine  their  follow-through  on  problems 
unmasked  by  screening  studies.  Guest  experts 
are  invited  to  review  the  records  of  patients 
with  problems  pertaining  to  their  specialties. 
It  is  expected  that  the  lucid  display  details  of 
management  afforded  by  the  records  will 
promote  constructive  critiques  by  the  educa- 
tor-consultants that  are  relevant  to  the 
clinical  problems  that  occur  in  their  prac- 
tices. Sibley  has  recently  reported  an  elabor- 
ate design  for  audit  of  office-based  primary 
care.'*’ 

An  experimental  study  by  Hammaty  in 
Charleston,  West  Virginia,  in  which  the 
physician  can  set  standards  for  care  in  his 
own  office  and  review  charts  to  determine  the 
extent  to  which  these  standards  are  met, 
indicates  that  the  system  can  work  in  an 
office  setting,  as  well  as  in  a hospital 
setting. 

It  is  obvious  then  that  much  work  and 
research  must  be  done  to  determine  the  most 
effective  methods  to  evaluate  the  private 
physician’s  educational  needs  in  relation  to 
his  office  practice.  The  present  methods 
clearly  are  just  beginning  to  address  the 
problems. 

Summary 

The  many  warnings  of  leading  experts  in 
the  medical  and  educational  field  attest  to  the 
facts  that  CME  does  not  change  physician 
behavior  at  the  present  time  and  that  CME  is 
at  best  only  a cornerstone  on  which  to  build 
a program  for  improving  the  competence  of 
the  physician.  Nonetheless,  the  stampede  for 
continuing  medical  education  rolls  merrily 
onward.  This  simplistic  approach  to  such  a 
complex  problem  forbodes  disaster. 

What  can  practicing  physicians  do  to  avert 
such  a disaster?  The  following  is  suggested  as 


one  possible  way  that  organized  medicine  can 
guarantee  continuing  competence  of  the 
greatest  number  of  its  members.  Medicine 
should  temporarily  call  a halt  to  the 
investment  of  further  monies  into  additional 
continuing  educational  courses  and  divert  at 
least  90  per  cent  of  it  to  studying  this 
problem. 

The  author  of  this  paper  suggests  that 
since  96  per  cent  of  patients  are  treated  in  the 
physician’s  office,  this  is  where  the  emphasis 
of  research  on  methods  should  be  directed. 

The  following  is  submitted  as  one  possible 
approach  to  the  problem.  There  is  almost 
universal  agreement  among  educators  that 
practicing  physicians  should  be  tested  on 
problem-solving  ability  and  not  on  memory. 
Haddad  has  pointed  out  that  there  is  only 
one  universal  equitable  yardstick  that  can 
measure  the  knowledge  and  performance  of 
the  physician,  whatever  the  type  of  practice 
or  geographic  area;  this  yardstick  is  the 
patient’s  chart. 

In  the  milieu  of  today’s  medical  practice 
with  the  ever-present  threat  of  malpractice,  a 
complete  and  thorough  chart  is  the  physi- 
cian’s best  defense  both  in  the  office  and  the 
hospital.  Fortuitously,  Doctor  Lawrence  L. 
Weed  recently  introduced  a system  which 
makes  it  possible  for  a universal  problem- 
oriented  approach  to  the  monitoring  of 
medical  care.  In  an  editorial  in  the  Archives 
of  Internal  Medicine,  Bogdonoff  states:  “The 
Weed  system  provides  us  with  a way  in  which 
to  organize  our  thoughts  so  we  more 
effectively  organize  our  care  and  our  research 
pursuits.  This  is  so  commonsensical  and 
patently  necessary  there  can  hardly  be  any 
further  argument  about  the  scientific  basis  of 
the  Weed  system.  . .second  is  the  ability  of 
the  profession  to  provide  a monitoring  and 
auditing  of  medical  care  that  would  permit 
continuing  surveillance  of  the  medical  prac- 
tice. The  Weed  system  allows  for  assessment 
of  the  scientific  bases  for  clinical  decisions, 
and  therefore,  re-examination  and  recertifica- 
tion of  the  practicing  physician. 

The  Weed  system  should  be  most  acceptable 
to  all  physicians,  as  it  can  be  accomplished 
with  the  least  turmoil  and  confusion.  A 
Xerox®  copy  of  the  office  record  could 
serve  as  a past  history  in  the  hospital  record 
and  make  for  a complete  continuity  of 
records,  thereby  improving  care. 

The  second  concept  which  might  also  be 
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adopted,  is  the  one  previously  alluded  to  as 
developed  by  Thomas  Meyer,  MD  at  the 
University  of  Wisconsin.  After  the  individual 
physician’s  practice  profile  is  ascertained,  he 
is  examined  in  those  aspects  of  medicine  that 
represent  a significant  part  of  his  actual 
practice.  .An  education  program  is  then 
developed  to  correct  his  deficits. 

Thirdly,  as  suggested  by  Escovitz,  one 
could  measure  the  effect  of  continuing 
education  on  patient  care  by  the  following 
method: 

Four  logical  steps  that  must  be  taken  in 
order  to  relate  the  evaluation  of  the  quality 
of  medical  care  to  continuing  education  are 
(1)  setting  standards  for  care,  (2)  comparing 
actual  performance  to  standards,  (3)  plan- 
ning and  implementing  “remedial”  programs 
I when  necessary,  and  (4)  evaluating  the  extent 
to  which  the  first  three  steps  have  resulted  in 
the  desired  change  in  patient  care.*'^ 

I The  implementation  of  these  three  steps 
j would  assure  the  constant  improvement  of 
I medical  care  because  it  offers  the  physician  a 
’ method  of  examining  what  he  does,  so  that 
Ij  he  may  know  precisely  what  he  may  do 
Ij  better  or  in  a different  way.  As  stated  earlier, 
this  is  the  essence  of  education:  specific 
I identification  of  educational  needs  based  on 
analysis  of  real  situations  w'ith  subsequent 
sj  introduction  of  specific  educational  efforts 
‘j  directed  towards  those  needs.  Such  a system 
would  be  fair  to  all,  since  all  must  keep 
charts.  It  seems,  moreover,  that  it  could  be 
I introduced  in  a very  short  period  of  time, 

^ which  should  prevent  further  incursions  and 

restrictions  by  outsiders  who,  though  well- 
! intentioned,  have  little  understanding  of  the 
( problems  of  medical  practice. 

' The  tocsin  sounded  so  often  by  Doctor 
’ Ward  Darley  must  be  sounded  again  — no 
changes  should  be  made  except  after  ade- 
I ! quate  study  and  demonstration  of  their 
I worth  in  .American  society.^  There  is  un- 
j animity  of  opinion  that  changes  must  be 
effected  to  assure  the  continuing  competence 
of  the  practicing  physician. 

Though  change  cannot  be  stopped  — and 
it  should  not  be  stopped  when  it  will  be 
beneficial  to  the  public  good  — it  can  be 
’ properly  guided  and  managed.  In  order  to 
< assure  the  proper  management  of  these 
' changes  we  must  evaluate  critically  and 
! honestly  our  continuing  educational  needs. 
We  must  seek  constantly  for  the  best  possible 


way  to  supply  these  needs  and  the  best 
methods  to  evaluate  the  results  of  such 
educational  endeavor.  Simply,  we  must  make 
an  educational  diagnosis  of  our  needs  before 
we  institute  therapy.  The  courses  of  instruc- 
tion cannot  be  left  to  chance,  but  must  be 
undertaken  only  after  the  need  of  each 
physician  has  been  determined. 

In  conclusion,  we  would  be  well  advised  to 
study  thoroughly  the  advice  offered  once  by 
John  Gardner  who  said: 

“I  am  always  puzzled  by  people  who  talk 
as  though  advocates  of  change  were  just 
inventing  ways  to  disturb  the  peace  in  what 
would  otherwise  be  a tranquil  community.  It 
would  not  otherwise  be  a tranquil  commu- 
nity. We  are  not  seeking  change  for  the  sheer 
fun  of  it.  We  must  change  to  meet  the 
challenges  of  altered  circumstances.  Change 
will  occur  whether  we  like  it  or  not.  It  will 
either  be  a change  in  a good  and  healthy 
direction  or  change  in  a bad  and  regrettable 
direction.  There  is  no  tranquility  for  us.”'^ 
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The  Hybrid  Artificial  Pancreas 


The  Hybrid  Artificial  Organ  Offers  An 
Exciting  New  Approach  To  The  Control 
Of  Endocrine  Disorders 


By  Pierre  M.  Galletti,  M.D..  Ph.I). 


The  Replacement  of  Failing  Organs 

Over  the  past  thirty  years  two  main 
approaches  have  been  followed  to  substitute 
for  organs  which  have  ceased  to  provide 
adequate  function;  the  transplantation  of  a 
natural  organ  obtained  from  a donor 
organism  and  the  implantation  of  an 
artificial  prosthesis  which  can  substitute  for 
the  missing  function.  More  recently,  with  the 
1 advent  of  a technology  for  three-dimensional 
j tissue  culture  on  polymeric  substrates,  a new 
! concept  has  arisen,  that  of  hybrid  artificial 
i organs,  ie  vascular  prostheses  in  which 
specialized  living  cells  from  donor  animals 
I are  grown  in  vitro  and  later  implanted  in  the 
I blood  stream  of  the  host  organism.  In  hybrid 
; artifical  organs  the  permeability  properties  of 
I the  synthetic  polymers  which  serve  as  the 


The  present  text  is  an  update  of  the  keynote  address 
at  the  “Journees  de  Diabetologie  de  I’Hotel-Dieu”  in 
May,  1977  in  Paris. 


PIERRE  M.  GALLETTI,  M.D.,  Ph.D., 
Vice  Fresident,  (Biology  and  Medicine), 
Brown  University,  Providence,  Rhode  Island 


scaffold  for  tissue  culture  are  selected  in  such 
a manner  that  cells  and  materials  of  protein 
nature  cannot  escape  from  the  tissue  culture 
compartment  of  the  device,  thereby 
preventing  immune  rejection  phenomena. 
1 he  blood  which  circulates  through  the 
lumen  of  the  vascular  prosthesis  serves  as  the 
culture  medium,  providing  oxygen  and 
nutrients  to  the  transplant.  Continuous 
perfusion  also  allows  the  secretion  products 
of  the  transplant  to  diffuse  into  the  blood 
stream,  provided  their  molecular  size  is 
below  the  exclusion  point  of  the  membrane 
(typically  25,000  to  50.000  molecular  weight). 

Pancreas  Transplantation 

Transplantation  of  insulin-producing  tissue 
provides  an  attractive  approach  to  the 
treatment  of  diabetes.  Several  studies  have 
demonstrated  that  transplantation  of  the 
whole  pancreas  in  insulin-dependent  diabetic 
patients  restores  glucose  homeostasis  to 
normal  without  further  need  for  injection  of 
exogenous  insulin.  Unfortunately  the 
requirement  for  continuous  immuno- 
suppressive therapy  after  transplanta- 
tion, and  the  extensive  surgery  involved  in 
implanting  the  donor  pancreas,  including  the 
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need  to  provide  drainage  lor  aeinar  en/ymes, 
have  burdened  this  proeedure  with  an 
unaceeptably  higli  morbidity  and  mortality. 
In  the  past  two  years  attempts  have  been 
made  to  implant  isolated  islets  ol  I.angerhans 
into  the  liver  through  portal  injeetion,  in 
plaee  of  the  whole  panereas  transplanta- 
tion. Initially  it  w'as  hoped  that  because  this 
would  decrease  the  mass  of  transplanted 
tissue  and  restrict  it  to  endocrine  elements 
(thought  to  be  immunologically  privileged), 
there  would  be  less  need  for  immuno- 
suppression. This  therapeutic  approach  has 
been  used  in  diabetics  who  had  previously 
received  a kidney  transplant  because  of  end- 
stage  renal  disease.  It  has  proven  partially 
effective  for  several  months.  It  causes  neither 
portal  hypertension  nor  hepatic  dysfunction, 
and  docs  not  affect  the  transplanted  kidney. 
How'ever  there  remain  major  problems  of 
isolating  large  number  of  islets  from  human 
cadavers,  and  immunosuppressive  therapy  is 
still  needed,  because  endocrine  pancreatic 
tissue  is  rejected  faster  than  skin.  More 
recently  autologous  islet  transplantation  has 
been  carried  out  in  a few  patients  after  a 
nearly  total  pancreatectomy  for  chronic 
pancreatis  and  intro-operative  processing  of 
the  resected  pancreas  with  collagenase  to 
separate  the  islets  from  exocrine  tissue.  The 
initial  results  are  quite  encouraging,  but  this 
will  obviously  remain  a limited  indication  for 
islet  transplantation. 

The  Hybrid  Artifical  Pancreas 

The  hybrid  artificial  organ  approach  is 
particularly  attractive  for  endocrine  pancreas 
substitution,  since  the  membrane  barrier 
allows  the  use  of  islets  or  beta  cells  from  any 
animal  species  and  eliminates  the  need  for 
immuno-suppressive  therapy.  The  tubing 
material  most  commonly  used  is  a porous 
acrylic  copolymer  (Amicon®  XM-50)  with  a 
tight  skin  on  the  luminal  side  which  is 
permeable  to  glucose  and  insulin,  but 
impermeable  to  antibodies  and  lymphocytes. 
The  open  structure  of  the  tube  wall  and  of 
the  outer  surface  allows  for  cell  implantation 
and  growth  in  close  proximity  to  the  source 
of  oxygen  and  nutrient  materials  in  the 
lumen.  There  have  been  a number  of  reports 
demonstrating  that  beta  cells  isolated  from 
neonatal  or  adult  rat  pancreas  can  be 
successfully  cultured  for  several  weeks  on  the 


outside  surfaces  of  single  tubes  or  bundles  of 
parallel  capillaries  perfused  with  tissue 
culture  medium.  Release  of  insulin  into  the 
perfusate,  measured  over  24  hour  intervals, 
remains  relatively  constant  for  several  weeks, 
and  responds  appropriately  to  changes  in 
glucose  concentration  of  the  perfusion 
mediu  m. 

An  important  aspect  of  pancreatic  function 
is  the  rate  of  change  of  insulin  secretion  in 
response  to  changes  in  blood  glucose  level. 
Recent  studies  dealing  with  the  short-term 
insulin  secretory  dynamics  of  the  hybrid 
artificial  pancreas  have  shown  that  after  an 
increase  in  the  glucose  concentration  of  the 
culture  medium  from  100  to  300  mg  per  100 
ml,  an  increase  in  the  insulin  content  of  the 
effluent  medium  from  the  device  can  be 
detected  within  five  minutes,  and  reaches  a 
maximum  within  30  to  45  minutes.  This  is 
quite  acceptable,  but  nonetheless  slower  than 
the  response  of  the  natural  organ. 
Improvements  may  be  obtained  by 
decreasing  the  diffusion  distances  between 
beta  cells  and  the  perfusion  medium,  or  by 
coupling  convective  transport  with  diffusive 
transport  in  order  to  accelerate  the  humoral 
exchange  of  the  glucose  signal  and  the  insulin 
release  reaction. 

Beta-Cell  Procurement  And  Insulin  Secretion 

There  are  three  schools  of  thought  in 
relation  to  the  procurement  of  endocrine  cells 
capable  of  secreting  insulin:  the  simplest 
approach  consists  of  separating  the  endocrine 
tissue  from  the  acinar  cells  and  the  gland 
stroma  of  the  adult  pancreas  by  mechanical 
and  chemical  means.  The  adult  organ  offers 
advantages  of  size  and  cell  differentia- 
tion, but  a limited  potential  for  replication 
and  growth.  In  the  neonatal  or  even  fetal 
organ  the  endocrine  tissue  represents  a 
proportionately  larger  mass  of  the  organ 
than  at  the  adult  stage,  and  cells  have  a 
better  replication  potential.  However  the 
harvesting  of  cells  is  much  more  laborious 
because  of  the  minute  size  of  the  gland  at  or 
before  birth.  The  third  approach  is  to  employ 
islet  adenomas,  which  can  grow  quite 
rapidly,  but  have  often  lost  significant 
aspects  of  endocrine  function. 

No  one  approach  has  yet  proven 
overwhelmingly  superior  to  the  others.  It  is 
now  possible  to  seed  a hybrid  artificial 
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pancreas  so  that  the  culture,  once  well 
established  after  about  a week,  will  secrete 
between  one  and  five  units  of  insidin  a day. 
Devices  with  twice  that  secretion  potential 
arc  within  reach.  1 he  total  mass  of  endocrine 
tissue  amounts  to  a few  hundred  milligrams, 
and  the  device  itself  is  much  smaller  than  a 
cardiac  pacemaker.  I hus,  with  improvements 
in  cell  procurement  technology,  and  a better 
understanding  of  the  factors  which  affected 
growth  and  function  of  the  transplanted 
material,  the  feasibility  of  an  implantable 
device  producing  enough  insulin  for  the 
treatment  of  insulin-dependent  diabetes  is 
well  within  reach. 

Correction  of  Experimental  Diabetes 
In  Animals 

To  demonstrate  the  therapeutic  potential 
of  the  hybrid  artificial  pancreas,  devices 
carrying  cultures  of  rat  pancreas  beta  cells 
have  been  implanted  in  adult  rats  with 
alloxan-induced  diabetes.  For  this  purpose 
an  artery-to-vein  shunt  was  installed  and 
exteriorized  through  the  skin,  so  that  the 
device  could  be  perfused  by  the  blood  stream 
without  resorting  to  anesthesia. 

The  experience  has  shown  that,  in  diabetic 
animals  with  a control  blood  glucose  in  the 
order  of  500  mg  per  cent,  an  increase  in 
circulating  insulin  concentration  and  a 
decline  in  plasma  glucose  can  be  detected  in 
all  cases  within  30  minutes  after  insertion  of 
the  device  in  the  artery-to-vein  shunt.  After 
two  hours  concentrations  of  plasma  glucose 
have  fallen  by  about  50  per  cent.  Within  four 
hours  the  mean  glucose  concentration 
stabilizes  in  the  normal  range.  Glucose 
tolerance  tests  carried  out  at  that  point  are 
essentially  normal,  suggesting  that  the  tissue 
culture  device  has  the  same  feedback 
characteristics  as  provided  by  the  natural 
pancreas.  Plasma  glucose  remains  within 
normal  limits  as  long  as  the  animal  carries 
the  device,  in  spite  of  activity  and  meals.  It 
returns  toward  pathologically  elevated  values 
as  soon  as  the  tissue  culture  is  removed. 

Recently,  similar  results  have  been 
reported  using  small  diabetic  dogs  as  test 
animals.  The  experiment  has  been  pursued 
for  several  days  with  adequate  control  of 
blood  glycemia.  (The  insulin  secretory  ability 
needed  to  achieve  that  goal  is  estimated  to  be 
between  5 and  10  units  per  day.)  The 


experiments  are  usually  terminated  because 
of  thrombosis  in  the  vascular  shunt  or  in  the 
blood  path  of  the  hybrid  artifical  pancreas, 
but  not  because  of  failure  of  the  endocrine 
tissue  transplant.  Ihus  far  there  has  been  no 
evidence  of  immune  reaction  between  the 
transplant  and  the  host,  but  longer 
experiments  will  be  needed  to  settle  that 
point  in  a convincing  manner. 

Outlook 

Animal  experiments  show  that  devices 
consisting  of  pancreatic  islet  cells  cultured  on 
the  outside  surfaces  of  synthetic 
semipermeable  capillaries  or  tubes  can 
maintain  a relatively  normal  glucose 
homeostasis  when  implanted  in  continuity 
with  the  vascular  system  of  diabetic  rats  or 
dogs.  The  challenge  is  now  to  develop  this 
therapeutic  model  to  make  it  applicable 
under  clinical  conditions.  For  this  a number 
of  problems  must  be  resolved. 

First  there  is  a need  to  improve  and 
standardize  endocrine  cell  procurement,  and 
to  develop  more  physiological  tissue  culture 
conditions  to  allow  simultaneously  cell 

differentiation  and  cell  replication.  The 
demonstration  that  cryopreservation  of 

pancreatic  beta  cells  is  indeed  feasible  may 

help  resolve  some  of  the  logistics  of  device 
preparation  and  storage. 

The  next  problem  relates  to  the  prevention 
of  rejection.  Since  the  walls  of  the 

semipermeable  capillaries  used  for  tissue 
culture  should  serve  as  an  effective  barrier  to 
the  immune  rejection  of  xenografted  cells, 
the  problem  may  be  resolved  on  the  principle 
of  immunoisolation.  Another  line  of  research 
may  be  to  reduce  the  antigenicity  of 
transplanted  cells  by  maintaining  them  in 
culture  for  an  appropriate  period  of  time,  or 
through  pretreatment  w'ith  radiation  or  drugs 
such  as  cyclophosphamide. 

The  major  problem  at  the  present  time  is 
that  of  thrombogenesis.  The  synthetic 
capillaries,  or  “hollow  fibers”  which  have 
been  used  in  the  early  models  of  hybrid 
artificial  pancreas,  cannot  be  perfused  with 
blood  without  regional  or  systematic 
anticoagulation.  Even  then  the  phenomenon 
of  platelet  aggregation  can  lead  to  capillary 
obstruction  and  local  necrosis  of  the  cultured 
tissue  after  a few  days  of  implantation  in  the 
vascular  system.  Current  designs  for  the 
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hybrid  artificial  pancreas  employ  tubes  with 
an  inside  diameter  between  one  and  five 
millimeters.  1 he  device  becomes  somewhat 
more  bulky,  but  it  may  be  possible  to 
implant  it  internally  as  a true  vascular  graft 
without  the  need  lor  antieoagulation. 

Eventually  the  most  critical  issue  may  be 
that  of  functional  survival  of  the  implanted 
hybrid  artificial  organ.  No  one  knows  how 
long  cultured  endocrine  cells  can  retain  their 
secretory  ability.  In  vitro  some  cultures  have 
produced  insulin  lor  as  long  as  a year,  under 
nutritional  conditions  which  are  certainly  far 
from  physiologic.  Implanted  devices  with 
blood  as  the  culture  medium  should  probably 
fare  better,  but  there  is  no  experimental 
evidence  yet  for  this  view,  dhe  devices  may 
have  to  be  designed  in  such  a manner  that 
they  can  be  periodically  reseeded  with  beta 
cells.  Nonetheless,  the  hybrid  artificial  organ 
offers  an  e.xciting  new  approach  to  the 
control  of  endocrine  disorders. 
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Law:  The  Magic  Mirror 


A Humane  Civilization  Dedicated  To 
The  Rights  Of  Man  Must  Have  A 
Government  Of  Laws,  Not  Men 


By  Joseph  L.  Lennon,  O.P. 


T oday  is  the  propitious  time  to  rhapsodize 
about  the  law  of  the  land.  All  men  of  good 
will  cherish,  honor,  and  love  the  law.  Indeed, 
even  men  of  bad  will  pay  tribute  to  the  power 
of  the  law.  Before  he  was  shot  to  death,  the 
gangster  turned-philosopher,  Dennis 
“Danny”  Raimondi,  co-authored  a book,  / 
fVas  a Victim  of  the  FBI,  and  dedicated  it 
. . to  the  law.  With  the  law,”  he  said,  “we 
have  society,  without  it  we  have  a jungle.” 
Danny  was  right.  The  beasts  of  the  jungle 
obey  only  one  law,  the  law  of  tooth  and  fang: 
kill  or  be  killed;  eat  or  be  eaten.  In  the  wild, 
might  makes  right;  survival  of  the  fittest  is 
the  only  rule  and  the  weak  are  victimized  by 
the  strong. 

Animals  are  not  troubled  over  questions  of 
justice.  They  have  no  law;  they  follow 
instinct.  For  law  is  an  ordinance  of  reason 
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enacted  for  the  common  good,  and  animals 
lack  that  marvelous  gift  of  reason  which 
makes  man,  in  the  words  of  Shakespeare,  “a 
little  less  than  the  angels.” 

The  Basis  of  Civilization 

Law  is  the  basis  of  civilization  and  thus  the 
gateway  to  culture.  The  arts  and  the  sciences 
cannot  advance  to  fruitful  maturity  without 
peace  and  order.  Indeed,  the  degree  to  which 
the  law  is  obeyed  is  a good  index  forjudging 
the  quality  and  character  of  a nation’s 
civilization  and  culture.  The  very  existence  of 
the  barbarian,  the  outlaw,  and  the  criminal  is 
an  affront  to  the  reign  of  law.  To  advance,  or 
even  to  maintain  civilization,  the  reign  of  law 
must  be  continually  extended.  Look  at 
history.  Every  great  civilization  has  been 
inextricably  governed  by  a legal  code.  The 
better  and  more  progressive  the  legal  code, 
and  the  degree  of  respect  the  people  have  for 
it,  then  the  greater  the  civilization.  America 
itself  was  born  aspiring  to  be  the  just  society. 
The  men  who  wrote  its  Constitution  put 
justice  even  before  domestic  tranquility  on 
their  list  of  priorities  for  this  More  Perfect 
Union. 

Citizens  are  so  convinced  of  the  magical 
power  of  law  that  whenever  society  is  faced 
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with  any  problem  pollution,  drugs,  abuse 
of  campaign  funds,  racial  injustice,  sex 
discrimination,  exploitation  of  children,  or  a 
hundred  other  troubles  which  plague  society 

the  cry  goes  up  “I’ass  a law.”  Perhaps  that 
accounts  for  the  popularity  of  the  comic 
cartoon  carried  by  many  newspapers,  “1  here 
Oughta  Be  a Law.” 

(After  being  almost  driven  out  of  my  mind 
trying  to  park  my  car  near  this  Courthouse, 
and  while  good  form  and  judicial  decorum 
make  you  my  captive  audience  during  this 
ceremony,  1 risk  the  displeasure  ol  the  Court 
to  shout,  “There  Oughta  Be  a Taw”  against 
the  parking  mess  around  here.) 

The  laws  of  a nation  crystallize  the 
principles,  standards,  and  ideals  which 
motivate  citizens.  What  a country  values 
becomes  clear  by  the  laws  it  enacts.  The  great 
jurist,  Oliver  Wendell  Holmes,  speaks  of  “the 
law,  wherein,  as  in  a magic  mirror,  we  see 
reflected  not  only  our  own  lives,  but  the  lives 
of  all  men  that  have  been.” 

When  people  argue  over  what  kind  of  laws 
they  want,  they  are  really  arguing  over  what 
kind  of  people  they  want  to  be.  We  fought  a 
Civil  War  over  slavery  — at  one  time 
tolerated,  indeed,  protected  by  the 
Constitution.  Spartan  law  encouraged 
infanticide  by  allowing  sickly  infants  to  be 
exposed  to  the  elements.  On  the  score  of 
racial  purity,  Nazi  law  herded  Jews  to  the  gas 
chamber.  Communist  law  represses  religion 
on  the  basis  of  Marxist  ideology.  Laws  do, 
indeed,  reflect  the  character  of  a people. 

When  Americans  propose  and  debate  laws 
concerning  pollution,  civil  rights,  nuclear 
energy,  abortion,  prostitution,  pornography, 
or  whatever,  they  are  claiming  a right  to  the 
control  of  the  physical,  the  intellectual,  and 
moral  environment  in  which  they  live.  They 
are  talking  about  what  they  prize  or  value, 
about  the  principles,  standards,  and  kind  of 
behavior  they  consider  crucial  for  living  the 
“good  life.”  What  is  at  stake  in  this  dialogue 
is  the  very  heart  of  America  — the  whole 
tone  of  society,  the  very  contours  of  future 
American  culture. 

Laws  Reflect  Cultural  Values 

Laws  not  only  reflect  old  cultural  values; 
they  create  new  ones.  Because  they  allocate 
values  authoritatively,  laws  do  more  than 
limit  deviant  behavior;  they  teach  what  the 


culture  considers  right  behavior.  What  the 
nation’s  law'  allows,  therefore,  is  as  important 
as  what  it  prohibits  in  creating  the  norms  of 
society.  Justice  Felix  J-rankfurter  once 
remarked  that:  “l.aw  is  one  of  the  great 
shaping  forces  of  society.” 

Indeed,  is  it  not  true  that  the  development 
of  individual  consciences  also  follow's  the 
movement  of  societal  norms?  Except  for  rare 
individuals  who  hear  the  beat  of  different 
drummers,  or  who  insist  on  hearing  no  one 
at  all,  consciences  are  formed  in  the 
community  and  reflect  its  values.  Most  of 
our  ideas,  as  Samuel  Johnson  wisely 
observed,  are  “not  propagated  by  reason  but 
caught  by  contagion.”  1 he  kinds  of  norms 
expressed  in  law,  therefore,  become  critically 
important  even  for  the  formation  of 
individual  consciences. 

Generally,  1 am  opposed  to  the  use  of 
punitive  sanction  to  control  certain  kinds  of 
behavior,  not  only  on  the  grounds  that  it  is 
seldom  effective  and  risks  endangering  civil 
liberties,  but  because  1 believe  that  human 
conduct  is  better  regulated  by  non-legal 
institutions:  the  home,  the  school,  the 

church,  the  family,  the  peer  group,  the 
cultural  pressure  of  society,  public  opinion,  or 
even  the  innate  decency  of  the  individual. 
State-enforced  morality  is  not  morality  at  all, 
because,  when  the  state  forces  its  citizens  to 
perform  certain  acts,  it  succeeds  not  in 
promoting  \irtue  but  in  transforming  citizens 
into  pawns  and  puppets.  For  example, 
widespread  social  disapproval  of 
drunkenness,  illicit  gambling,  or  the  use  of 
tobacco  and  marijuana  is  often  a more 
powerful  force  than  trying  to  control  them  by 
rigid  laws. 

Pope  John  in  his  encyclical  “Peace  on 
Earth”  expresses  the  same  opinion.  He  says: 
“In  moving  individuals  to  seek  the  common 
good  through  fulfillment  of  their  duties,  civil 
law  must  appeal  primarily  to  the  consciences 
of  individual  citizens.  Where  civil  authority 
uses  as  its  only,  or  its  chief  means,  either 
threat  or  fear  of  punishment  or  promises  of 
rewards,  it  cannot  move  men  to  promote  the 
common  good  of  all.  Even  if  it  do  so  move 
them,  this  would  be  altogether  opposed  to 
their  dignity  as  men  endowed  with  reason 
and  free  will.” 

At  the  same  time,  we  must  not  forget  that 
the  “law  is  a pedagogue.”  It  teaches  and 
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proclaims  a public  moral  standard  and  this  is 
weakened  when  laws  are  changed  in  the 
direction  of  greater  laxity.  This  is  scarely  a 
conclusive  argument  against  any  and  all 
change  in  law,  but  it  indicates  that  a certain 
conservatism  in  regard  to  the  law  is  also  a 
part  of  civil  wisdom.  The  law  is,  in  a sense, 
the  voice  of  society’s  conscience. 

That  is  why  I am  against  striking  from  the 
books  those  moral  laws  prohibiting 
homosexuality,  the  use  of  drugs  such  as 
heroin,  prostitution,  and  pornography.  The 
law  deters  more  by  virtue  of  the  moral 
climate  which  it  absorbs  and  preserves  than 
by  the  punishment  which  it  enacts  and 
imposes.  When  you  change,  or  remove  from 
the  books,  laws  dealing  with  public  morality, 
it  is  all  too  often  taken  by  many  as  a change 
in  morality  itself.  Some  people  argue  that,  if 
a certain  kind  of  behavior  is  not  illegal,  it  is 
therefore  not  immoral.  They  confuse  legality 
with  morality. 

The  law’s  concern  with  interior  virtue  must 
necessarily  be  indirect;  its  goal  is  the  creation 
of  a climate  where  the  individual  personality 
and  the  virtues  which  are  adornments  of  that 
personality  can  freely  develop.  The  law  can 
no  more  compel  someone  to  be  good,  to  be 
internally  virtuous,  than  it  can  compel  the 
rising  or  the  setting  of  the  sun.  It  can,  indeed, 
compel  me  to  respect  the  rights  of  others;  it  is 
quite  incapable  of  regulating  my  interior 
attitude  towards  others.  It  can  secure 
freedom;  it  cannot  make  me  use  it  wisely  or 
responsible.  It  can  regulate  marriage  but 

I cannot  make  partners  love  or  forgive  each 
other.  It  can  force  me  to  give  my  neighbor 
his  due,  but  it  cannot  compel  me  to  love  him. 
.As  the  English  proverb  puts  it:  “In  a 
thousand  pounds  of  law',  there  is  not  an  ounce 
of  love.’’  What  there  is  in  law,  however,  is  the 
power  to  create  a wholesome  environment  in 
which  love  can  grow  and  virtue  flourish.  Law 
does  not  justify  morality;  it  takes  morality 
for  granted. 

Law  and  Religious  Heritage 

.And  the  morality  which  our  laws  take  for 
granted,  indeed,  the  very  cultural  pattern  of 
our  democratic  society  is  rooted  in  the 
Hebrew-Christian  religious  heritage.  Within 
i that  tradition  we  have  certain  great  ethical 
1 ideals  which  we  all  share  — ideals  of  liberty 
and  social  Justice,  ideals  of  the  love  of 


persons  and  the  sacredness  of  personality 
that  gave  rise  to  the  idea  of  personal  rights 
and  equality  of  opportunity.  These  values  are 
shared  by  Protestants,  Catholics,  and  Jews. 
We  seldom  acknowledge  their  origin.  Indeed, 
we  do  not  sufficiently  appreciate  them  until 
we  go  and  live  in  another  country  where 
there  is  no  such  heritage. 

Even  the  agnostic  or  atheist  in  America, 
though  he  would  be  the  last  to  admit  it.  is 
parasitic  for  his  ethics  upon  the  religious 
heritage  which  permeates  our  institutions, 
■you  will  find  a small  band  of  the 
intelligentsia  in  America  who  think  they  have 
an  autonomous  ethic.  Actually,  they  have 
cribbed  it  from  the  Judaeo-Christian 
tradition.  Of  course,  a river  cannot  flow 
indefinitely  after  being  cut  off  from  its 
source.  So  also,  the  farther  a country  gets 
away  from  its  religious  roots,  the  less  moral 
vitality  will  inspire  and  permeate  its  laws. 

If  .America  has  an  ideology,  that  ideology 
can  be  summed  up  in  the  words  “freedom 
under  God.’’  The  moral  force  in  this  slogan 
became  a blazing  passion,  a revolutionary 
force  which  inspired  a democracy  of  worth 
based  on  the  authority  of  God.  as  set  forth  in 
the  Declaration  of  Independence. 

The  very  existence  of  a democracy  like  ours 
calls  for  a relati\ely  high  level  of  virtue  in  its 
citizens.  The  civil  law  aims  at  enforcing  only 
that  degree  of  good  conduct  that  is  necessary 
for  the  well  being. of  society.  It  demands  only 
the  minimum.  It  does  not  define  the  full  duty 
of  any  citizen  in  any  situation.  It  prohibits 
socially  intolerable  conduct,  but  it  does  not 
prescribe  what  society  regards  as  optimum  or 
even  desirable  conduct. 

Maximum  Individual  Freedom 

Indeed,  the  major  difference  between  a 
democratic  and  authoritarian  society  is  that 
democracy  leaves  the  maximum  range  of 
freedom  for  individual  action.  In  an 
athoritarian  society,  on  the  other  hand,  the 
law  undertakes  to  prescribe  in  detail  what  the 
government  regards  as  desirable  conduct, 
thus  imposing  real  obligations  with  respect  to 
a much  wider  area  and  leaving  a much 
smaller  degree  of  choice  to  the  individual. 

Robert  M.  Hutchins  puts  it  well  when  he 
says.  “In  a democracy  every  person  is.  in  a 
very  real  sense,  a king,  and  it  is  the  duty  of 
kings  to  care  about  truth  and  justice  and 
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virtue.”  Indeed,  thi.s  idea  of  soeial 
responsibility  has  meaning  only  in  a 
demoeratic  soeiety;  and,  correspondingly,  a 
democratie  soeiety  is  viable  only  when  the 
ideal  of  social  responsibility  animates  most  of 
the  citizens.  It  is  fundamentally  wrong  for 
any  citizen  to  take  the  position  that  he  need 
not  be  coneerned  for  the  social  consequences 
of  his  actions  because  government  will 
restrain  him  if  his  actions  arc  improper  or 
anti-social.  Democracy  simply  won’t  work  on 
this  basis.  Democratic  processes  require  that 
citizens  generally  obey  the  law  voluntarily 
and  recognize  an  obligation  of  social 
responsibility  most  of  the  time  regardless  of 
the  policeman  on  the  corner. 

In  short,  the  survival  of  democratic  society 
depends  upon  the  e.xercise  of  self-control,  not 
upon  coercion.  Our  forefathers  warned  us 
that  a nation  like  ours  cannot  be  free  unless 
its  citizens  freely  and  willingly  set  bounds 
upon  their  own  actions. 

Still,  we  would  be  living  in  a veritable 
paradise  if  everybody  observed  the  law 
because  it  was  right  and  reasonable  to  do  so. 
That  is  why  the  law  needs  a big  stick:  obey  or 
be  clapped  in  the  hoosegow  or  be  socked 
with  a fine.  Without  sanction,  law  is  a farce. 
But  the  one  and  only  motive  to  which 
sanction  appeals  is  fear;  and  fear  loses  its 
deterrent  power  when  cunning  and  craftiness 
make  it  easier  to  escape  penalty.  The  most 
successful  criminals,  the  white  collar  variety, 
are  neither  stupid  nor  ignorant.  Just  as  they 
employ  skillful  techniques  in  committing 
crime,  so  they  can  with  the  help  of  modern 
inventions  more  easily  elude  detection  and 
pursuit,  or,  if  caught,  can  through  legal 
expertise  evade  imprisonment. 

Former  Attorney-General  Ramsey  Clark 
tells  us  that  courts  and  police  actually  have 
little  impact  on  lawbreakers.  The  odds  are  4 
to  1 that  a crime  will  not  result  in  arrest,  50 
to  1 it  will  not  result  in  conviction,  and  200 
to  1 it  will  not  result  in  a jail  term. 

No,  we  must  look  to  religion,  education, 
and  the  family  if  conformity  to,  and  respect 
for,  the  law  is  to  be  secured.  Conduct  which 
is  socially  desirable  is  dependent  upon  good 
character,  and  good  character  is  determined 
far  more  by  the  home,  the  church  and  the 
school  than  by  the  police,  the  law  or  the 
judge. 

Alexis  de  Tocqueville  noted  many  years 


ago  that,  “while  the  law  permits  Americans 
to  do  what  they  please,  religion  prevents 
them  from  conceiving,  and  forbids  them  to 
commit,  what  is  rash  and  unjust,”  and  he 
concluded  that  Americans  hold  religion  “...to 
be  indispensable  to  the  maintenance  of 
republican  institutions.” 

Equality  Under  the  Law 

The  phrase  carved  in  stone  on  the  Supreme 
Court  building  in  Washington,  D.C.,  reads: 
Equal  Justice  Under  Law.  That  means  the 
law  is  no  respector  of  persons.  But  is  this  so? 
As  far  back  as  the  third  century  B.C., 
Plautus  observed:  “The  law  for  rich  and  poor 
is  not  the  same.”  And  centuries  later  Oliver 
Goldsmith  said:  “Laws  grind  the  poor,  and 
rich  men  rule  the  law.”  Does  civil  justice  exist 
only  for  the  20  per  cent  who  can  afford 
lawyers?  What  about  our  vaunted  concern 
for  the  helpless,  the  wretched,  the 
feebleminded,  the  ex-convict,  the 
handicapped,  the  “teeming  masses”  as  Carl 
Sandburg  calls  them? 

Few  will  deny  that  the  rich  have  more 
advantages  before  the  law  than  the  poor. 
Take  our  tax  laws.  President  Jimmie  Carter 
recently  said  that  “the  current  tax  structure  is 
a national  disgrace.”  The  working  man  says 
“Amen”  to  this  stricture.  Indeed,  every  wage 
earner,  threatened  by  inflation  and  locked  in 
an  economic  bind,  is  outraged  when  his  daily 
newspaper  informs  him  that  a big 
conglomerate  or  a millionaire  pays  little  or 
no  taxes.  He  wonders  if  the  system  of  justice 
has  been  contrived  by  the  upper  crust  to  take 
care  of  its  own. 

St.  Paul  (1  Timothy  1,8)  reminds  us:  “The 
law  is  good,  if  a man  use  it  lawfully.”  The 
trouble  is  that  there  are  too  many  in  our 
society  who  do  not  use  the  law  lawfully  but 
who  exploit  it  for  their  own  advantage. 
Much  of  the  most  dangerous  corruption  of 
our  times  is  entirely  legal.  The  law  itself  may 
be  used  to  reap  enormous  rewards  at  public 
expense,  as  through  loopholes,  subsidies, 
write-offs,  or  manipulation  of  the  tax 
structure.  A giant  corporation,  exploiting  a 
weakness  in  the  law,  can  carry  away  more 
booty  than  all  the  street  bandits,  prostitutes, 
pushers,  and  kindred  bad  types  put  together. 
The  little  favors  and  graft  of  minor  officials 
are  trivial  in  comparison  to  the  special- 
interest  legislation  of  such  large  dimensions. 
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As  the  old  English  rhyme  has  it: 

The  law  locks  up  both  man  and  woman 
Who  steels  the  goose  from  off  the  common 
Yet  turns  the  greater  felon  loose 
Who  steals  the  common  from  the  goose. 

Still  nobody  can  fault  us  for  not  trying  to 
give  the  poor  a fair  shake.  The  Legal  Aid 
Society  has  been  with  us  a long  time,  and  the 
I poor  have  been  aided  more  recently  by  the 
I Rhode  Island  Legal  Services.  I am  privileged 
I to  serve  on  its  Board  of  Directors.  1 suppose 
if  every  lawyer  took  five  additional  cases  for 
I indigent  people  per  year,  the  need  for  Legal 
1 Services  would  be  eliminated.  Since  this 
' professional  benevolence  is  lacking.  Legal 
■ Services  takes  up  the  slack;  it  provides  legal 
i counsel  for  the  have-nots  in  our  midst. 

I The  procedure  of  the  courts  works  unfairly 
i on  anyone  who  is  unable  either  effectively  to 
! assert  legal  rights  on  his  own  behalf  or  to 
i employ  a lawyer  for  that  purpose.  The  poor 
1 are  in  this  category.  Legal  Services  tries -to 
remedy  this  unfairness.  In  doing  so,  it 
reduces  (it  is  hoped)  that  sense  of  despair  and 
feeling  of  inadequacy  which  characterize  the 
1 lives  of  the  poor.  In  short,  society  says  to  the 
j poor  through  Legal  Services:  “You  may  have 
I nothing,  but  you  count  for  something  in  this 
land.”  It  secures  them  in  the  knowledge  that 
they,  like  every  other  citizen,  will  get  an  even 
break  before  the  law. 

Legalese 

There  is  more  than  a grain  of  truth  in  the 
remark  of  George  Bernard  Shaw  that:  “Every 
' profession  is  a conspiracy  against  the  laity.” 
The  unlettered  poor,  mystified  by  the 
gobbledygook  known  as  legalese,  feel 
especially  lost  in  trying  to  thread  their  way 
through  the  inflated,  involved  and  obscure 
verbiage  of  the  law.  Any  normal  person, 
unless  he  is  an  inveterate  crossword  puzzle 
addict,  would  be  somewhat  putoff  when  he 
hears  such  statements  as:  “The  plaintiff  has  a 
right  to  ihc  f rue t us  naturales  of  the  land  and 
I any  emblements."  And  who  are  those  bizarre 
sounding  fellows  lawyers  speak  of:  the 
I promisor  and  promisee,  lessor  and  lessee, 
1 mortgagor  and  mortgagee.?  When  I first 
J heard  the  word  testatrix,  I thought  it  referred 
. to  what  at  one  time  was  quaintly  called  a 
1 “private  part.” 


Here’s  a witty  anecdote  I ran  across  in  the 
Rotarian  Magazine:  A lawyer  appearing  in  a 
case  asked  the  witness:  “Now,  Mr.  James,  did 
you  or  did  you  not,  on  the  date  in  question 
or  at  any  other  time,  previously  or 
subsequently,  say  or  even  intimate  to  the 
defendant  or  anyone  else,  whether  friend  or 
acquaintance  or  in  fact  a stranger,  that  the 
statement  imputed  to  you,  whether  just  or 
unjust,  and  denied  by  the  plaintiff,  was  a 
matter  of  no  consequence  or  otherwise? 
Answer!  Did  you  or  did  you  not?” 

The  witness  pondered  for  a little  while  and 
then  said:  “Did  I or  did  I not  what?” 

Lord  Atkins,  describing  the  incompre- 
hensibility of  legal  jargon,  states:  “The 
layman’s  impression  of  law  is  too  often  that 
it  is  the  product  of  a black  art,  administered 
as  a mystery,  which  none  but  the  initiates 
need  hope  to  understand.” 

Sovereignty  of  the  Law 

But  less  you  accuse  me  of  judging  the  legal 
profession  unfairly,  I confess  that  we 
educators  take  refuge  in  a pedagoguese 
equally  baffling  to  the  layman  and 
specifically  designed  to  obfuscate  the  clearest 
issues. 

Richard  Brinsley  Sheridan  tells  us  that: 

A bumper  of  good  liquor 
Will  end  a contest  quicker 
Than  justice,  judge,  or  vicar 

Would  that  this  were  so.  But  many  contests 
end  up  in  the  courts,  and  so  we  need  judges 
who  are  well  versed  “in  those  nice  sharp 
quillets  of  the  law.”  Indeed,  the  gifts  which 
your  vocation  requires  of  you  and  the  works 
you  do  as  makers  and  judgers  of  the  law  are 
so  close  to  those  of  God  Himself  as  to  give 
them  some  shadow,  however  faint,  of  the 
divine  Majesty  itself.  You  are  the  wielders,  in 
varying  degrees,  of  sovereignty;  you  interpret 
and  apply,  you  bind  under  and  loose  from, 
the  positive  civil  law,  which  is  the 
codification  in  our  society,  as  God  has  given 
us  to  achieve  it,  of  that  natural  law  which  the 
Creator  implanted  in  the  innermost  hearts  of 
men. 

You  attain  your  offices  by  duly  prescribed 
appointment;  you  are  answerable  to  those 
who  designate  you  and  the  people  they 
represent.  But  your  sovereignty  is  still  of 
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(iod;  there  is  no  true  authority  which  is  not 
divine,  no  trust  which  is  not  sacred,  no 
stewardship  which  is  not  answerable 
ultimately  to  (iod. 

Our  forefathers,  the  authors  of  our  basic 
law',  understood  that  a truly  humane 
civili/ation  dedicated  to  respect  for  the  rights 
of  man  must  have  a government  of  laws,  not 
of  men  of  objective,  constitutional 

statutes,  not  subjective,  arbitrary  impulses, 
however  high-minded,  however  immediately 
beneficial.  It  is  this  government  of  laws  that 
we  honor  at  every  Law  Day  Celebration. 


Providence  College 
Providence,  Rhode  Island  02918 
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THE  WILLIAMS  & WILKINS  CO. 

Baltimore,  Maryland 


We  are  proud  to  announce  that 
Chester  Berg  is  our  new  sales  representative 
for  Massachusetts  and  Rhode  Island. 


Chet  is  eager  to  supply 
you  with  books  and 
journals  from  Williams  <fk 
Wilkins  as  well  as  titles  from 
Lea  <&  Febiger  and  Little, 
Brown. 

Please  look  for  (diet's  book 
display  in  your  hospital  or 
call  him  at  home  for  prompt 
service. 

Chet  will  be  happy  to 
accept  your  Master  Charge  or 
VISA  card  for  any  Williams 
& Wilkins  title. 


Chester  A.  Berg 
64  Bull  Run 
Holden  MA  01520 
(617)  829-9361 
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Infants,  Roger  Williams,  Veterans  Hos- 
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Off  the  Parkway  in  exclusive  neigh- 
borhood. 

LUXURIOUS  HOUSE 
FOR  SALE 

Designed  by  well  known  architect  for 
local  physician,  4 bedrooms,  2V2  bath- 
rooms, living,  formal  dining,  large 
family  room  with  fieldstone  fireplace, 
gameroom,  enclosed  porch,  heated 
swimming  pool. 

Exterior  and  landscaping  designed  for 
privacy  and  low  maintenance. 

SOLD  BY  OWNER  FOR 
$119,000 

Call  861-5534  for  appointment. 
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John  C.  Ousel  R.  Park  Palmer 
456-1935  456-1926 


Please  send  me  tax  reduction  information 
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Editorials 


Too  Many  Or  Too  Few 


The  AMA  has  long  been  maligned  for 
restricting  the  supply  of  doctors,  which  of 
course  it  has  never  had  the  power  to  do.  It 
was  blamed  for  this  because  of  attitudes 
e.xpressed  in  the  1930s.  when  the  Great 
Depression  hit  the  profession  a hard  blow.  In 
those  unhappy  years  doctors  often  traded 
their  services  for  farm  produce  or  due  bills  or 
drove  the  proverbial  taxis  in  the  Bronx. 

Since  the  1960s  organized  medicine  was 
strongly  on  the  side  of  increasing  the  supply 
of  physicians  in  the  face  of  the  popularly 
accepted  “doctor  shonage.”  Since  then  the 
ratio  of  doctors  to  population  has  increased 
dramatically  resulting  from  the  establishment 
of  a score  of  new  medical  schools,  upgrading 
of  se\  eral  tw  o-year  schools  to  four  years,  and 
the  enlargement  of  classes.  In  1966  there  w ere 
156  doctors  for  evers  100.000  people  in  the 
United  States.  By  19~6  the  ratio  had  grown 
to  19-t  per  100.000.  a 24  per  cent  increase  in 
10  years.  By  1985  the  rate  may  reach  222 
doctors  for  everv  100.000  of  population. 

In  a recent  anicle  in  the  .Vcu  York  Times 
(May  5.  19"8)  the  writer  reports  that  some 
health  system  analysts  are  now  raising  the 
question,  not  whether  the  country  needs 
more  doctors,  but  whether  it  can  afford  any 
more.  Some  economists  have  estimated  that 
each  additional  doctor  entering  practice 
creates  from  S 150.000  to  S3 50.000  health  care 
spending  each  year. 

Uwe  E.  Reinhardt  of  Princeton  University 
contends  that  the  most  effective  way  to 
reduce  health  care  sp>ending  would  be  to  limit 
the  number  of  doctors.  As  a result  of  the  way 
medicine  is  organized,  an  increase  in  the 
number  of  physicians  does  not  necessarily 
result  in  greater  availability  to  the  under- 
served  areas  or  classes.  It  is  further  pointed 
out  that  the  classical  law  of  supply  and 
demand  has  not  operated  to  lower  fees  as  the 
supply  of  doctors  has  risen.  Professor 
Reinhardt  draws  this  conclusion  from  his 
observations:  “Don't  put  in  so  many  hospi- 


tals and  so  many  schools  unless  you  are 
going  to  control  fees." 

The  Times  article  poses  this  proposition: 
Unlike  the  situation  in  most  “markets." 
consumers  have  little  control  over  the  form 
or  size  of  the  demand  for  services.  .An 
individual  may  decide  when  to  see  a doctor, 
but  then  turns  over  to  him  virtually  all 
further  decisions.  The  physician  then  deter- 
mines the  tests,  drugs,  need  for  hospitaliza- 
tion. which  hospital,  surgical  procedures,  and 
other  details  of  management,  and  usuallv 
does  so  without  weighing  costs.  Since 
enlarging  the  doctor  supplv  means  in  general 
more  specialists,  patients  will  be  referred  to 
specialists  more  frequently.  Thus,  an  increase 
in  the  supplv  of  physicians  tends  to  increase 
the  apparent  demand.  Compounding  this  is 
the  rising  expectation  of  what  constitutes  a 
condition  requiring  medical  attention.  So  the 
theorv  goes. 

Professor  Reinhardt  suggests  that  our 
money  would  buy  more  health  if  we  “put  it 
into  housing  or  nutrition  or  hygiene  educa- 
tion instead  of  more  doctors  and  more 
hospitals." 

We  certainly,  as  physicians,  are  in  com- 
plete agreement  as  to  the  need  for  improving 
housing,  nutrition,  and  hygiene  as  a means  of 
improving  the  general  health.  Elimination  of 
the  ravages  of  alcohol  and  tobacco  alone 
would  hav  e an  impact  amounting  to  billions 
of  dollars. 

VS'hatever  the  future  may  hold,  however, 
we  are  bemused  at  this  recent  about-face 
among  the  medical  economics  intellectuals. 
First  the  profession  was  berated  for  “limiting 
the  number  of  doctors";  now  we  are  told  that 
there  are  too  many.  We  have  come  full  circle. 
It  therefore  follows  that  if  you  can't  limit 
their  numbers,  limit  their  fees. 

Yet  somehow  a haunting  feeling  persists 
that  the  Professor  raises  a legitimate  question 
when  he  asks  whether  increased  health-care 
spending  really  buys  improvements  in  health. 


Editor  ixLs 


The  Myofibroblast  And  Wound  Contraction 


Based  on  the  elassieal  work  of  Alexis 
Carrel  in  the  days  before  World  War  I it  has 
long  been  widely  accepted  that  the  contractile 
force  of  wounds  resides  in  the  granulation 
tissue  that  fills  the  defect.  It  had  been  the 
traditional  view  that  shortening  of  the 
collagen  was  responsible.  This  hypothesis 
was  challenged,  however,  by  the  demonstra- 
tion that  wounds  in  scorbutic  animals  could 
close  independently  of  collagen  formation. 
Nor  was  there  any  evidence  that  some  other 
extracellular  substance  had  contractile  capa- 
bility. Attention  was  therefore  directed  to 
cellular  components  of  the  granulation  tissue, 
and  more  specifically  to  the  fibroblasts. 
Cultured  fibroblasts  were  demonstrated  un- 
der certain  experimental  conditions  to  have 
the  capacity  to  contract,  but  direct  proof  that 
fibroblast  contract  in  vivo  had  not  been 
forthcoming.  The  advent  of  the  electron 
microscope  ultimately  provided  the  key.  It 
was,  however,  demonstrated  by  the  ultrami- 
croscopic  studies  that  fibroblasts  in  healing 
linear  wounds  contained  no  elements  charac- 
teristic of  contractile  cells. 

The  important  studies  of  Gabbiani  et  al  of 
Geneva  on  the  ultrastructure  of  fibroblasts  in 
open  wounds  provided  the  answer.  Such  cells 
do  in  fact  develop  contractile  characteristics. 
They  further  demonstrated  that  isolated 
strips  of  granulation  tissue  respond  in  vitro 
to  pharmacologic  agents  in  a manner  similar 
to  that  of  smooth  muscle.  The  similarity  was 
further  confirmed  by  chemieal  and  immuno- 
logic studies. 

The  report,  while  highly  teehnieal,  is 
graphically  illustrated  by  electronmicro- 
graphs  showing  myofibroblasts  densely 
packed  with  fibrils.  From  these  studies  it  is 
concluded  that  contracting  granulation  tissue 
contains  fibroblasts  that  develop  characteris- 
tics typical  of  smooth  muscle:  1.  They 

contain  an  extensive  cytoplasmie  system.  2. 
Their  cytoplasm  responds  to  immunofluores- 
cent  labelling  with  anti-smooth  muscle  ser- 
um. 3.  Their  nuelei  show  folds  and  indenta- 
tions eharacteristic  of  cellular  contraetion.  4. 
Strips  of  granulation  tissue  in  vitro  as 
already  noted  respond  to  pharmacological 
agents  in  the  same  manner  as  strips  of 


smooth  muscle.  There  is  increasing  evidence 
that  fibroblasts  and  smooth  muscle  cells  are 
more  closely  related  than  had  hitherto  been 
postulated  in  classical  histological  doctrine, 
and  that  either  cell  may  be  capable  of 
modulating  toward  an  intermediate  type. 

Subsequent  reports  tend  to  confirm  these 
basic  studies.  Baur  et  aP  of  the  Shriners’ 
Burn  Institute  of  the  University  of  Texas  at 
Galveston  conclude  that  contractile  fibro- 
blasts are  common  cellular  components  of 
immature  human  hypertrophic  scars.  The 
elevation  of  the  scar  tissue  is  in  all 
probability  attributable  to  the  contraetion  of 
these  eells.  The  appearance  of  such  cells 
within  granulation  tissue  suggests  that  the 
tissue  is  predisposed  to  hypertrophy  at  an 
early  phase  of  repair.  Rudolph  et  aP  have 
observed  that  myofibroblasts  in  granulating 
wounds  in  pigs  have  an  identifiable  life  cycle 
that  parallels  the  eight  week  span  of 
contraction  of  the  wounds. 

Myofibroblasts  are  seen  early  in  the  burn 
wound,  usually  by  the  third  day,  but 
constitute  only  a small  proportion  of  the  cell 
population.  At  the  height  of  wound  contrae- 
tion and  up  to  120  days  postburn,  they  may 
constitute  50  to  75  per  eent  of  the  fibroblasts, 
and  at  the  height  of  scar  contraction  may 
account  for  up  to  100  per  cent  of  the  total 
fibroblast  population.'* 

The  predictions  of  Gabbiani  in  1971  now 
appear  to  have  been  validated:  “that  under 
certain  conditions,  fibroblasts  can  differenti- 
ate into  a eell  structurally  and  functionally 
similar  to  smooth  muscle,  and  that  this  cell 
plays  an  important  role  in  contraction  of 
connective  tissue,  a process  that  is  benefieial 
in  wound  closure  but  potentially  harmful  in 
other  situations.” 
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Editor’s  Mailbox 

Vulnerability  of  Physicians 

To  the  Editor: 

The  poignant  editorial  by  Doctor  Peter 
Reilly  in  a recent  issue  of  the  Rhode  Island 
Medical  Journal  (61:171,  April  1978)  point- 
ed out  in  a way  too  tragic  to  comprehend 
that  physicians  are  as  human  as  their  patients 
and  have  similar  feelings.  In  their  profession- 
al capacity  physicians  are  expected  to 
disassociate  themselves  from  and  to  an  extent 
ignore  their  own  feelings  in  order  to  make 
objective  clinical  judgements.  Feelings,  how- 
ever, may  not  be  ignored.  They  initiate  and 
perpetuate  emotional  and  physical  states 
which  produce  the  joy  and  satisfaction  which 
make  life  worthwhile.  They  also  produce  the 


sadness  and  dissatisfaction  which  make  life 
seem  not  worthwhile.  Physicians  have  several 
impediments  to  expressing  and  dealing  with 
feelings.  By  virtue  of  their  authority  position 
and  the  responsibility  of  the  decisions  made 
almost  on  a daily  basis,  normal  feelings  of 
doubt,  inadequacy,  anxiety,  and  anger  may 
be  self-interpreted  as  a sign  of  weakness. 

The  expression  of  feelings  may  be  self- 
interpreted  by  physicians  as  demonstrating 
a lack  of  proficiency.  Also,  certain  prob- 
lems may  afflict  this  group  more  than 
others.  The  use  and  abuse  of  medications, 
particularly  psychoactive  and  narcotic  medi- 
cations, fall  into  this  category.  With  easy 
access  to  medications  physicians  and  mem- 
bers of  physicians’  families  may  rely  on 
medications  to  allay  the  stresses  of  life  and 
their  feelings.  Certain  illnesses  such  as 
depression  and  alcoholism  constitute  another 
category  of  disease  in  which  the  physician 
may  be  peculiarly  excluded  from  competent 
medical  help.  Organic  illnesses  such  as 
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myocardial  infarction  and  even  malignancy 
are  respectable,  whereas  behavioral  abnor- 
malities such  as  depression  and  alcoholism 
are  interpreted  as  signs  of  weakness. 

Rhode  Island  is  a small  state.  The 
physicians  are  a reasonably  cohesive  group  in 
which  professional  and  social  relationships 
abound.  There  is  only  one  major  private 
mental  health  facility  in  the  state.  How  can  a 
physician  who  is  depressed,  who  is  drug- 
dependent,  who  is  alcoholic,  or  who  has  such 
severe  anxiety  as  to  interfere  with  his  ability 
to  practice  or  enjoy  life  consult  a colleague 
with  whom  he  may  practice  and  socialize? 
Certainly  out-patient  psychotherapy  on  an 
individual  basis  is  available,  but  many  of  the 
serious  problems  mentioned  above  require 
team  effort  and  often  hospitalization.  Where 
can  the  troubled  physician  turn  to  ask  for 
help  easily  available  to  the  poorest  welfare 
patient  or  the  richest  private  patient? 

In  Rhode  Island  it  is  a difficult  problem. 
Perhaps  an  organized  program  in  coopera- 


tion with  the  Massachusetts  Medical  Society 
or  with  other  agencies  in  Boston  could 
provide  consultation  with  appropriate  speci- 
alists. An  initial  consultation  with  a specialist 
in  an  appropriate  field  and  with  whom  there 
is  no  possibility  of  professional  or  social 
contact  might  open  the  door  for  help. 
Certainly,  these  referrals  are  available  now, 
but  only  to  those  who  know  where  to  go  and 
whom  to  ask.  A more  formal  system  might 
insure  that  the  troubled  physician  in  Rhode 
Island  could  obtain  professional  help  without 
fear,  be  it  real  or  imagined,  of  the  loss  of 
respect  of  his  colleagues. 

Doctor  Reilly’s  tragedy  is  the  tip  of  an 
iceberg.  We  should  undertake  all  reasonable 
steps  to  prevent  the  loss  of  life,  happiness, 
and  productivity  to  which  physicians  may  be 
subject  as  a result  of  their  reluctance  to  seek 
help  through  the  usual  channels  of  entry  to 
the  medical  care  system 

Herbert  Rakatansky,  MD 
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established 
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tions not  seen  with  either  compound  alone  re- 
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making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  /.e  , dryness  of  mouth, 
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President's  Address 


, By  Frank  W.  Sullivan,  MD 


„ It  is  a pleasure  to  report  to  you  that  I 
leave  the  Society  to  Doctor  Joseph  E. 

I Caruolo  in  reasonably  good  shape.  Our 
a|  membership  in  both  the  Rhode  Island 
^|j  Medical  Society  and  the  American  Medical 

Association  is  up  modestly  and  we  are 
i fiscally  sound  for  the  present. 

' What  began  quietly,  developed  into  a 
i busier  than  expected  year  with  Connecticut 

i luring  away  our  Executive  Director.  Fortu- 
6 nately,  he  had  an  able  and  well-trained 
t assistant,  James  R.  (Jim)  Clarkin,  who  has 
I*,  served  us  extremely  well,  as  has  his  new  and 

II  multi-talented  assistant,  James  J.  (Jim) 
I McGovern. 

While  problem  doctors  are  few  in  number, 
I our  Society’s  power  in  the  past  to  discipline 

ii  had  been  limited  to  censure  or  expulsion 
cjfrom  membership.  Revised  mechanisms  in 
jjthe  Peer  Review  and  Mediation  Committees 
I now  allow  both  to  refer  cases  to  the  State 


Address  delivered  at  the  167th  Annual  Scientific 
Assembly  of  the  Rhode  Island  Medical  Society  on 
■ May  17,  1978 


'FRANK  W.  SULLIVAN,  MD,  Practicing 
Psychiatrist;  President,  Rhode  Island  Med- 
ical Society,  1977-1978 


Presidents  Message 


Board  of  Medical  Review,  if  physicians  are 
unresponsive  to  internal  review  by  their 
colleagues.  A systematized  but  simplified 
mechanism  to  respond  to  the  disabled 
physician  has  been  incorporated  into  the  peer 
review  system  and  will,  we  hope,  be  utilized 
to  help  the  ill  physician  through  appropriate 
support  and  rehabilitation. 

The  function  and  fate  of  the  Medical 
Society  Library,  an  issue  receiving  intermit- 
tent attention  over  the  past  few  years,  is 
under  study  so  that  specific  alternatives  and 
recommendations  can  be  made  to  the 
Council,  the  House,  and  perhaps  ultimately 
to  the  membership  for  decision. 

Ladd  School 

In  December,  following  a number  of 
Providence  Journal  articles,  a series  of 
administrative,  medical,  and  political  prob- 
lems developed  at  the  Ladd  School,  a state 
facility  for  the  mentally  retarded.  One  of  the 
multiple  pressures  and  demands  of  the 
Governor’s  office  was  to  have  physical 
examinations  completed  on  all  Ladd  resi- 
dents. At  the  request  of  the  Governor,  the 
Honorable  J.  Joseph  Garrahy,  and  under  the 
direction  of  Doctor  Johannes  Virks,  Medical 
Director  of  the  Center  General  Hospital,  the 
Medical  Society  assisted  in  recruiting  volun- 
teer physicians,  who  gave  their  time  towards 
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this  worthy  community  project.  With  the 
help  of  the  medical  and  nursing  staff  of  the 
Ladd  School,  119  physicians  volunteered  802 
hours  to  update  physical  examinations  on  the 
741  residents.  The  Governor  was  laudatory  in 
his  comments  to  the  Society  and  the 
individual  members  who  participated. 

Hospital  Costs 

In  response  to  administrative  and  congres- 
sional pressures  toward  a hospital  expendi- 
ture “cap”  the  American  Medical  Associa- 
tion, the  American  Hospital  Association, 
and  the  Federation  of  American  Hospitals 
suggested  to  their  state  components  that  they 
initiate  local  volunteer  hospital  cost  contain- 
ment mechanisms.  A Rhode  Island  Medical 
Society-Hospital  Association  of  Rhode  Is- 
land Committee  has  been  established  and  has 
met  and  drawn  up  responses  to  the  15  points 
of  the  parent  plan.  In  a state  where  a 
prospective  reimbursement  mechanism  has 
been  in  effect  and  where  the  hospital  cost 
inflation  factor  is  significantly  less  than  the 
national  average,  many  of  the  charges  have 
been  sufficiently  addressed.  Joint  effort  will 
be  focused  more  in  the  direction  of  utiliza- 
tion review  of  ancillary  services,  management 
engineering  study  sharing,  public  awareness 
of  costs,  and  the  relationship  of  demand  to 
cost. 

As  a pilot  project  to  serve  the  needs  of  the 
resident  physician  leaving  training  and  to 
introduce  him  to  the  Society,  a day-long 
program  in  medical  socioeconomics  will  be 
sponsored  in  the  fall  of  1978.  A number  of 
issues  will  be  confronted  including  office 
leasing,  equipment  purchases,  office  help, 
professional  liability,  billing  procedures,  pa- 
tient scheduling,  office  economics,  and 
others. 

I would  also  make  special  note  of  the 
changes  in  format  suggested  by  the  program 
committee  to  improve  the  participation  and 
usefulness  of  our  annual  meeting. 

Society  Activities 

Time  doesn’t  permit  listing  the  innumer- 
able issues  dealt  with  by  our  many  commit- 
tees and  executive  staff  running  the  gamut  of 
legal  issues,  ethical  issues,  hospital  services, 
malpractice,  intermediary  problems,  medical 
economics,  medical  education,  physician 
complaints,  intermediary  complaints,  patient 


complaints,  overbilling,  underbillin^,  over- 
treatment, undertreatment,  school  children 
problems,  geriatric  problems,  too  many 
doctors,  too  few  doctors,  and  on  and  on. 

One  of  the  major  tasks  of  the  Society 
administration  and  staff  is  addressing  the 
many  legislative  issues  which  to  varying 
degrees  impinge  upon  the  practice  of  medi- 
cine. A proposal  for  broadening  our  legisla- 
tive capability  will  likely  be  implemented  in 
the  coming  year.  By  adding  an  Assistant 
Executive  Director  for  External  Affairs,  that 
individual  could  markedly  expand  our  effec- 
tiveness in  legislative  and  public  relations 
matters. 

State  Legislation 

Each  year  the  Society  spends  major 
additional  increments  of  time  studying  legis- 
lation; gathering  information;  educating  the 
legislative  members, Society  members,  and 
the  public;  guiding  our  legislative  counsel; 
and  preparing  and  delivering  testimony.  This 
year  48  bills  related  in  varying  degrees  to  the 
medical  practice:  26  of  these  required  close 
attention.  Testimony  was  given  on  most  of 
these  bills  by  physician  members  expert  in 
various  aspects  or  by  our  staff.  While  still 
relative  novices  at  the  political  game,  I can 
assure  you  that  we  have  gained  each  year  in 
knowledge  and  effectiveness  with  the  inval- 
uable help  of  our  legislative  counsel. 

Federal  Legislation 

Some  of  the  more  prominent  pieces  of 
legislation  deserve  note.  The  Health  Planning  | 
Legislation  of  1974  (PL93-641)  requires  each  j 
state  to  establish  compliant  certificate  of  | 
need  legislation  by  1980.  Legislation  to  that  j 
effect  was  passed  by  both  houses  of  our  { 
legislature  last  year  but  was  vetoed  by  the  j 
Governor,  primarily  because  of  a proble-  j 
matic  budgetary  clause.  Intent  on  passing  a j 
Certificate  of  Need  Bill  (CON)  in  the  1978  | 
session,  the  Governor  strongly  advised  the  i 
Blue  Cross-Blue  Shield  Plans,  the  Hospital  I 
Association  of  Rhode  island,  the  State  | 
Department  of  Health,  and  the  Rhode  Island  j 
Medical  Society  to  discuss  and  make  known 
to  his  office  their  concerns  and  requirements 
for  this  legislation.  While  the  Hospital  , 
Association  of  Rhode  Island  (HARI)  was 
kept  informed,  it  stayed  visibly  to  the  i 
sidelines  as  negotiated  agreement  was 


266 


Rhode  Island  Medical  Journal 


1 


reached  between  the  other  bodies.  While 
medical  equipment  purchases  by  physicians 
were  not  specifically  subjected  to  CON  under 
federal  regulations,  it  was  agreed  that  it  was 
in  the  public  interest  that  large  single  item 
purchases,  regardless  of  ownership,  would  be 
subject  to  CON.  Agreement  on  this  issue 
allowed  clarification  and  tightening  of  the 
exclusion  language  for  all  other  aspects  of 
the  practice  of  the  private  physician.  When 
HARI  mounted  a twilight  hour  amendment 
in  the  House  committee  to  expand  CON  to 
include  building  alteration  and  erection,  the 
Society  was  able  to  prevail  on  the  Governor 
to  bring  pressures  to  bear  on  returning  the 
bill  to  the  original  administrative  version.  If 
enacted  in  the  amended  form,  serious 
encroachment  would  have  occurred  into  the 
private  practice  of  medicine.  Following  some 
nervous  and  expectant  waiting,  the  bill  was 
revised  and  passed  as  intended. 

Laetrile,  the  krebiozen  of  the  1970s,  was  a 
issue  plaguing  most  states  in  recent  tifnes. 
Anticipating  that  the  magic  elixir  of  laetrile 
was  due  to  arrive  in  our  state,  the  Society 
joined  forces  with  the  Rhode  Island  Cancer 
Society  and  the  State  Department  of  Health 
in  the  Fall  of  1977  and  circulated  to  all 
members  of  the  General  Assembly  a position 
statement  as  to  the  ineffectiveness  of  laetrile 
and  comprehensive  documentation  of  that 
fact.  Testimony  was  carefully  prepared  and 
presented  at  both  House  and  Senate  Com- 
mittee hearings.  What  resulted  was  a bill 
reflecting  the  General  Assembly’s  refusal  to 
deal  with  the  question  of  scientific  effective- 
ness and  concentration  on  protection  of 
substance  purity  and  cost  control.  Essentially 
the  bill  would  result  in  expenditure  of 
taxpayers’  money  for  quality  and  cost  control 
of  a substance  repeatedly  demonstrated  to  be 
ineffective.  Fortunately,  the  Governor  fore- 
saw the  multiple  problems  and  vetoed  the 
bill. 

Third  Parties 

A seemingly  innocuous  bill  raised  its  head 
again  this  year.  On  the  principle  that  only  6 
per  cent  of  physicians  in  this  state  are 
nonparticipants  in  an  insurance  plan  cover- 
ing better  than  80  per  cent  of  this  state’s 
population,  that  small  number  was  to  be 
forced  to  forfeit  their  fees  if  not  discussed 
and  agreed  to  in  writing  prior  to  the  services 


being  rendered.  This  bill  was  modified  in 
committee  but  without  essentially  altering  the 
principles  of  the  legislation.  Despite  Blue 
Cross-Blue  Shield  claims  to  the  contrary,  I 
am  unconvinced  that  they  worked  to  defeat 
this  bill.  This  Society  did  and  effectively  so. 
Watch  closely  for  this  legislation  in  the 
future  and  do  not  view  it  lightly;  when 
legislative  penalties  are  imposed  on  those  few 
physicians  in  this  state  who  still  deal  directly 
with  their  patients  rather  than  through  an 
intermediary,  you’ll  find  yourself  well  into  a 
socialized  system  of  medicine. 

A well-meaning  bill  gone  sour  was  exem- 
plified by  last  year’s  “Pronouncement  of 
Death  Bill’’  requiring  a physician’s  presence 
prior  to  the  removal  of  a deceased’s  remains. 
After  numerous  meetings  with  all  affected 
parties,  the  bill’s  sponsor  was  convinced  of 
the  necessity  for  repeal.  From  there,  a 
seemingly  simple  task  to  repeal  followed  a 
convoluted  trail  of  tabling,  reintroductions, 
misinterpreted  testimony,  missed  signals,  and 
last  minute  explanations.  As  is  often  the  case, 
what  is  most  obvious  is  not  obvious  at  all 
when  we  move  the  discussion  across  the 
street.  Needless  to  say,  the  bill  was  repealed, 
and  the  usual  and  customary  method  was 
restored. 

The  confidentiality  bill,  originally  intro- 
duced by  the  Rhode  Island  Medical  Society 
but  reported  this  year  out  of  a legislative 
commission,  passed  after  several  amend- 
ments but  essentially  intact. 

Most  other  legislation  supported  by  the 
Society  passed;  those  having  negative  effects 
were  favorably  modified  or  defeated  with  the 
exception  of  acupuncture  and  the  licensure 
fee  increase. 

HEW  Policies 

Moving  beyond  state  boundaries.  National 
Health  Insurance  in  many  of  its  original 
forms  has  bogged  down,  primarily  because  of 
fiscal  realities  and  lack  of  public  clamor. 
With  the  Federal  Government  owing  more 
than  one-third  of  the  country’s  annual 
expenditures  for  health  care.  Secretary  of 
Health,  Education,  and  Welfare  Joseph  A. 
Califano  Jr.  and  the  administration  are 
looking  with  deliberate  speed  and  pointed 
eomments  at  medical  cost  containment  and 
control.  Fortunately,  Congress  is  more  cau- 
tious and  conservative  but  not  sufficiently  to 
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dampen  Secretary  Califano’s  spirits.  Last 
year  in  “compliance”  with  the  “Sunshine 
Act”  he  managed  to  publish  a national  list  of 
physicians  who  had,  according  to  govern- 
ment records,  earned  greater  than  $1  ()(),()()() 
from  Medicare  in  1976.  After  months  of 
challenges  and  findings  of  a cumulative  error 
rate  of  65  per  cent,  Califano  grudgingly 
apologized,  'fhis  year’s  revised  program  for 
the  “Second  Annual  Medicare  Disclosure 
Program”  has  Medicare  intermediaries  con- 
firming through  each  physician  the  amount 
paid  to  some  274,000  physicians  before  a 
public  disclosure  which  has  been  repeatedly 
delayed.  This  latest  self-serving  project  of 
Califano’s  in  his  efforts  towards  cost  con- 
tainment has  cost  the  public  one  million 
dollars. 

In  an  attempt  to  be  “helpful”  to  the  states 
in  their  implementing  the  Health  Planning 
Act  (PL93-641),  the  Secretary  of  HEW 
issued  guidelines  or  standards  which  local 
bodies  will  find  difficult  to  interpret  with 
much  latitude.  Some  examples  of  the  eleven 
standards  are;  four  hospital  beds  per  one 
thousand  population;  occupancy  rates  of  at 
least  75  per  cent  and  80  per  cent  for 
obstetrical  and  general  hospitals,  respective- 
ly; occupancy  rates  of  65-75  per  cent  for 
pediatric  units;  2500  procedures  per  year  for 
each  computed  tomographic  scanner,  and  so 
on.  No  one  can  doubt  that  the  Secretary  is  a 
serious,  effective,  and  formidable  bureaucrat. 

Cost  Containment 

With  threats  and  deliberations  over  hospi- 
tal cap  legislation,  the  AMA,  AHA,  and 
Federation  of  American  Hospitals  responded 
with  all  deliberate  foolishness.  They  have 
urged  each  state  to  establish  voluntary 
hospital  cost  containment  inflation  reduction 
programs  which  will  likely  fail  on  a national 
level,  not  because  of  lack  of  effort  or 
sincerity,  but  because  of  the  impossibility  of 
the  task  with  the  resources  which  are 
available.  That  failure  may  seal  the  Govern- 
ment’s argument  to  intervene  with  hospital 
cap  regulations. 

What  was  probably  one  of  the  most 
enlightened  and  progressive  moves  on  the 
part  of  the  AMA  was  the  report  of  the  cost 
containment  commission  in  December  1977. 
While  some  of  the  48  points  espoused  in  this 
document  are  in  opposition  to  traditional 


medical  positions,  the  net  effect  is  probably 
the  most  reasonable  compromise  to  date  of 
consumer,  industry,  insurance,  and  profes- 
sion. What  is  sad  is  that  at  the  coming  .lune 
AMA  House  of  Delegates  the  Assembly  will 
likely  debate  and  either  amend  it  significantly 
or  “accept  and  file”  rather  than  support,  thus 
rendering  the  effort  ineffective.  If  so,  what 
could  have  been  a workable  document  will  be 
lost  and  medicine  will  move  further  to  the 
back  of  the  bus. 

The  Future 

Some  speculation  on  what  might  be  ahead. 
The  Federal  Government  will  continue  to 
lambaste  the  medical  profession  as  a diver- 
sion from  its  own  failures  and  as  a well- 
calculated  campaign  to  Justify  and  gain 
support  for  increased  cost  control  measures. 
Physicians  have  not  failed  in  their  charge  to 
provide  quality  services.  The  government  has 
failed  and  has  been  shortsighted,  as  usual,  in 
its  programs  and  promises  to  the  people  to 
provide  everything  to  everybody.  Resources 
are  limited,  and  medical  care  will  be 
parcelled  out  by  the  Federal  Government 
along  with  its  multitudinous  programs. 
Quality  and  quantity  of  services  will  be 
sacrificed  regardless  of  what  the  consumer  is  I 
promised.  He  who  controls  the  funds  con- 
trols accessability  and  therefore  quality  and  | 
quantity.  While  the  Government  with  a | 
cumulative  debt  of  7.5  trillion  dollars  does 
not  run  things  cheaply,  it  is  effective  at  | 
regulating  and  restricting. 

National  Health  Insurance 

While  some  form  of  national  health  ■ 
insurance  is  probably  inevitable  in  the  near 
future,  it  will  likely  be  phased  in  gradually 
and  integrated  with  the  private  insurance  j 
industry.  Do  not  delude  yourself,  however,  | 
that  national  health  insurance  will  be  any  | 
more  palatable  under  private  insurers  than  | 
under  the  Government.  The  private  insurance  | 
industry  will  move  increasingly  towards  the  | 
side  of  Government  under  the  guise  of  serving  | 
the  public,  while  in  reality  attempting  to  stay  | 
in  business  and  retain  a significant  piece  of  J 
the  action.  Physicians  will  be  increasingly  1 
relegated  to  sham  advisory  positions  even  | 
within  the  professional  service  corporations  |j 
they  founded.  That  the  Federal  Trade  || 
Commission  (FTC)  is  concerned  even  at  the  (J 
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present  that  doctors  might  unduly  influence 
Blue  Shield  corporations  and  boards  is 
laughable:  it  is  quite  the  opposite. 

With  the  economics  of  NHl  causing 
serious  doubts  and  with  prepaid  health  plans 
proving  expensive  and  lacking  significant 
public  clamor,  the  major  government  thrust 
will  be  toward  cost  control  and  increasing 
regulation,  hospital  caps,  increased  CON 
processes,  and  decertification,  extending  in- 
j creasingly  tow'ards  regulatory  mechanisms 
for  physician  practices  and  fee  control. 


Conclusions 
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With  all  of  these  prospects,  what  might  the 
physician  consider  at  this  time?  1 would 
suggest  the  following: 

Strengthen  your  alliances  with  consumer 
and  legislative  groups.  Support  openly  those 
issues  which  are  to  the  benefit  of  the  public 
health,  but  be  less  apologetic  and  equally 
open  in  protecting  your  rights  as  a profes- 
sional and  individual  (ie,  those  attitudes 
referred  to  with  disdain  as  “self-interest”). 
Support  and  actively  engage  in  the  organiza- 
tions and  activities  relating  to  physicians  and 
medicine  and  sharpen  your  skills  at  negotiat- 
ing for  your  patients  and  for  your  profession. 
Consider  seriously  disengaging  your  alliance 
with  the  insurance  industry  of  whatever  name 
or  history.  Despite  the  FTC’s  concern,  we  are 
relatively  impotent  and  hamstringed  with  the 
Blue  Shield  organization  of  our  creation  while 
still  lending  it  an  air  of  “physician  organiza- 
tion.” Blue  Cross-Blue  Shield  of  this  state 
does  its  job  well,  as  is  attested  to  by  85  per 
cent  subscriber  rate  in  the  population  and  a 
94  per  cent  participating  physician  rate  (for 
those  who  don’t  realize  it,  there  are  more 
doctors  belonging  to  Blue  Shield  than  to  the 
Rhode  Island  Medical  Society).  After  work- 
ing directly  and  indirectly  with  Blue  Shield 
over  the  past  year,  1 am  very  impressed  with 
how  powerful  this  250  million  dollar  industry 
is  and  how  little  effect  we  physicians  have  on 
its  operation  while  its  effect  on  our  individual 
and  collective  affairs  is  significant  and 
'growing.  This  company  is  a shrewd  negotia- 
ijtor  in  both  financial  and  legislative  matters. 
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With  85  per  cent  of  subcribers  under  Plan 
100  and  94  per  cent  of  physicians  participat- 
ing in  the  plan,  we  may  constitute  one  of  the 
nation’s  largest  HMD’s.  Few  physicians 
know  when  they  signed  their  participating 
agreement  or  what  it  stated.  Doctors  have 
gotten  lazy  and  use  the  Blue  Shield  a«;  a 
collection  agency,  while  having  a decreasing 
influence  in  the  determination  of  their  own 
fees. 

It  may  be  time  seriously  to  consider 
disengaging  the  .Medical  Society  from  Blue 
Shield  and  returning  to  the  physician  and 
patient  advocacy  roles  of  the  past,  establish- 
ing a healthy  and  more  realistic  adversary 
stance  with  all  insurance  companies. 

Quality  of  Care 

While  we  must  be  aware  of  costs,  our 
alliance  with  patients  should  constantly  strive 
toward  the  provision  of  excellent,  not  merely 
adequate  services.  Establish  reasonable  fees 
for  your  services,  and  always  be  willing  to 
accept  less  if  the  circumstances  of  the  patient 
so  dictate.  The  process  of  removing  the 
patient  from  the  payment  mechanism  will  not 
serve  either  the  physician  or  the  patient  in  the 
long  run  and  is  a significant  factor  in  medical 
cost  inflation. 

.Medicine  serves  many  as  a too  willing  and 
too  available  scapegoat.  We  should  be  proud 
of  what  we  provide  for  our  patients,  that  we 
are  uncompromising  in  applying  our  trade, 
and  that,  while  we  are  concerned,  we  are  not 
surprised  that  the  quality  of  medicine  in  this 
country  carries  an  expensive  price  tag. 

.Major  health  care  financing  responsiblities 
have  shifted  to  the  government  and  to  the 
insurance  industry,  and  both  are  looking 
toward  regulation  of  services  from  a budge- 
tary standpoint.  Physicians  and  the  public 
should  view  this  progression  with  caution 
and  be  aware  that  regulated  medicine  may 
well  become  restricted  medicine.  Bargain 
medicine  may  end  up  being  no  bargain  at  all. 
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Management  Of  Atypical  Pneumonias  In 
View  Of  The  New  Entity  "Legionnaire’s 
Disease" 


Only  With  Serological  Testing  On  A Large 
Scale  Will  The  Importance  Of  Legionnaire's 
Disease  Pneumonias  Be  Established 


By  Fredy  P.  Roland,  MD 


The  discovery  of  an  infectious  disease 
which  is  neither  new  nor  localized,  associated 
with  cases  of  pneumonia,  which  for  want  of 
a better  name  has  been  called  “Legionnaire’s 
Disease"'*  (LD)  warrants  a new  approach  in 
the  laboratory  evaluation  and  treatment  of 
pneumonias. 

Pneumonias  are  classified  as  bacterial,  LD, 
infection  with  Mycoplasma  pneumoniae,  and 
viral.  Only  with  serological  testing  on  a large 
scale  will  the  importance  of  LD  pneumonias 
be  established.' 

LD  pneumonias  and  febrile  illnesses  with- 
out pneumonia^  (Pontiac  fever)  are  associ- 
ated with  gram  negative  bacterium  which  is 
difficult  to  isolate  and  identify,  and  which 
elicits  an  immunologic  response,  the  etiologic 
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proof  of  these  diseases  is  demonstrated  by 
indirect  fluorescent  antibody  testing  that 
takes  at  least  several  weeks  for  confirmation. 
These  bacterial  diseases  are  amenable  to 
antibiotic  therapy.  Erythromycin  seems  to  be 
the  antibiotic  of  choice,'  but  the  physician 
cannot  wait  for  a serological  diagnosis  to 
treat  the  patient. 

Cases  of  pneumonia  and  febrile  illness  due 
to  LD  are  not  always  associated  with 
epidemics.  Sporadic  cases  have  been  reported 
in  several  states  and  abroad.'*  ^ The  mode  of 
transmission  has  not  yet  been  discovered. 
Air-borne  transmission  as  well  as  transmis- 
sion via  animal  or  insect  vectors  are  being 
considered. 

The  presence  of  a febrile  illness  with  or 
without  pneumonia,  of  unknown  mode  of 
transmission,  which  appears  in  epidemic 
form  or  as  sporadic  cases,  urban  or  rural, 
associated  with  a bacterium  extremely  diffi- 
cult to  isolate,  and  which  has  to  be  treated 
before  serological  confirmation,  necessitates 
a somewhat  different  approach  in  its  man- 
agement. 

This  presentation  deals  with  the  practical 
management  of  atypical  pneumonias  and  can 
be  extended  to  febrile  illnesses  without 
pneumonia. 
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Management  of  Atypical  Pneumonia 

The  management  of  atypical  pneumonia 
(defined  as  pneumonia  by  clinical  and  x-ray 
findings,  where  a non-bacterial  etiology  is 
clearly  evident)  is  centered  on  1)  attention 
given  to  situations,  symptoms,  and  labora- 
tory findings  present  in  a large  percentage  of 
LD  cases;  2)  use  of  erythromycin  early  in  the 
disease;  and  3)  the  taking  of  the  necessary 
measures  to  insure  a later  serological  diag- 
nosis. Table  I summarizes  the  different  steps 
of  the  management.  Only  the  findings 
important  for  LD'  are  further  discussed. 

Social  History.  Because  LD  may  be 
associated  with  bacteria  present  in  animals 
and  in  the  soil,  activities  dealing  with 
excavations  and  handling  of  animals  and 
birds  should  be  recorded.  Travel  in  places 
where  LD  has  been  reported  and  visits  to 
hospitals  should  be  investigated. ^ 

Past  History.  Pulmonary  and  cardiovascu- 
lar diseases  should  be  noted.  In  Philadelphia 
61  per  cent  of  persons  with  LD  had  pre- 
existing illnesses,  mostly  pulmonary  and 


TABLE  I 

Management  of  Atypical  Pneumonias 

Pneumonias  by  clinical  and  or  x-ray  findings  where 
a non-bacterial  etiology  is  clearly  evident. 

Social  History.  Occupation  — Hobby  - Travel  - 
Hospital  Visit. 

Past  History.  Pulmonary  and  Cardiovascular  dis- 
eases — Cancer  Immunosuppression. 

Clinical  Symptoms  and  signs  leading  to  the  diag- 
nosis of  possible  pneumonia  with  rapid  deterioration 
of  the  patient.  High  fever  Minimal  chest  findings  — 
Pleuritic  pain  Cough  without  sputum  Diarrhea 
Obtundation. 

Chest  x-ray.  Suspicion  or  confirmation  of  pneumonia. 
Patchy  interstitial  infiltrate  to  consolidation. 
Laboratory.  WBC  — Erythrocyte  sedimentation  rate 
— Cold  agglutinins  - Immunoglobulins  level  — 
Serum  to  be  held  for  later  investigation. 

Bacteriolof'v.  Sputum  or  transtracheal  aspiration. 
Possible  pathogen  isolated.  Antibiotic  accordingly. 
No  pathogen  isolated.  Erythromycin. 
Follow-up. 

.4t  3 days.  Clinical  evaluation  WBC. 

.4t  8 days.  Clinical  evaluation  - WBC  — Cold 
agglutinins  — Chest  x-rays. 

.4t  Jl  days.  Serum  for  serology. 

Pair  serum  first  day  / 2 1 days  to  be  sent  to  CDC  for 
serology  of  ED 

If  4 fold  rise  — Legionnaire’s  Disease 
Negative  and  no  rise  - Probable  viral  infection 
Greater  than  1 64  and  no  rise  - LD  in  the  past. 


cardiovascular.  Immunosuppression  and  can- 
cer have  been  associated  with  LD  resulting  in 
a high  case-fatality  ratio. ^ 

Clinical  Symptoms  and  Si^ns.  Fever 
should  be  monitored  regularly.  There  are 
often  minimal  pulmonary  findings  associated 
sometimes  with  pleuritic  pain.  Diarrhea  and 
obtundation  have  been  reported. 

Chest  X-rays.  The  chest  x-ray  findings  are 
abnormal  in  90  per  cent  of  the  cases.  They 
range  from  patchy  interstitial  infiltrate  to 
consolidation,  which  is  unilateral  in  50  per 
cent  of  the  cases. 

Laboratory.  White  blood  cell  counts  great- 
er than  10,000  have  been  found  in  59  per  cent 
of  the  cases  with  a shift  to  the  left  in  50  per 
cent  of  the  cases.  Erythrocyte  sedimentation 
rate  was  greater  than  80  in  33  per  cent  of  the 
cases.  Cold  agglutinins  should  be  determined. 
They  are  positive  early  in  Mycoplasma 
pneumoniae  pulmonary  infections,  for  which 
erythromycin  is  probably  the  antibiotic  of 
choice.  Immunoglobulin  levels  may  reveal  an 
unknown  hypogammaglobulinemia.  This 
may  have  two  consequences:  rendering  the 
patient  more  prone  to  LD  and  preventing  a 
rise  in  the  serological  titers  to  LD.  Serum  has 
to  be  frozen  for  further  LD  serology.  Serum 
in  the  acute  phase  is  important  to  measure 
the  rise  in  antibody  titer. 

Bacteriology.  Study  of  the  sputum  or 
transtracheal  aspirate  is  necessary.  Cultures 
should  be  obtained  on  sputum  specimens 
even  if  there  are  no  polymorphonuclear  cells 
present.  Expectorates  in  LD  are  seldom 
purulent. 

If  the  culture  reveals  a possible  bacterial 
pathogen  responsible  for  the  pneumonia,  the 
appropriate  antibiotic  should  be  given.  If  no 
pathogens  are  isolated,  erythromycin  admin- 
istration should  be  started.  When  in  doubt  as 
to  the  etiology  of  the  pneumonia,  erythro- 
mycin should  be  given  together  with  another 
antibiotic. 

Follow-up.  The  follow-up  as  described 
represents  a “minimum”  of  the  necessary 
tests  and  x-ray  studies  to  be  performed. 

At  three  days.  Complete  clinical  investiga- 
tion and  white  blood  cell  count  determina- 
tion to  assess  the  possible  return  toward 
normal  white  blood  cell  count  and  shift  back 
to  normal  cells  is  desirable. 

At  eight  days.  Besides  the  clinical  investi- 
gation and  WBC  count  a cold  agglutinins  test 
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should  be  performed  to  rule  out  Mycoplasma 
infection,  which  may  or  may  not  have  been 
demonstrated  with  the  first  cold  agglutinins 
titer.  Chest  x-ray  studies  should  be  repeated. 
One  of  the  characteristics  of  LD,  along  with 
other  pneumonias,  is  a resolution  of  the  x- 
ray  findings  after  four  to  five  days  of 
therapy. 

At  twenty-one  days.  Serum  should  be 
drawn,  and  the  paired  sera  (acute-convales- 
cent) should  be  sent  to  CDC,  the  Center  for 
Disease  Control  in  Atlanta  for  serology  of 
LD.  The  evaluation  of  the  report  is  as 
follows: 

Serum  acute/convalescent 
4 fold  rise  — Legionnaire’s  Disease 
Negative  and  no  rise  - 

not  Legionnaire’s  Disease 
Positive  greater  than  1/64  and  no  rise  - 
Legionnaire’s  Disease  in  the  past 
One  should  not  forget  that  in  an  immuno- 
suppressed  patient,  whatever  the  cause  (drug, 
cancer,  hypogammaglobulinemia),  a negative 
serological  test  does  not  rule  out  the  disease. 

Treatment.  Erythromycin  is  the  antibiotic 
of  choice,  up  to  4 grams  intravenously  for  7 
to  14  days,  based  on  the  patient  being 
afebrile  for  several  days,  return  toward  normal 
of  the  wbc  and  chest  x-ray  resolution. 

Conclusion 

Unexplained  cases  of  pneumonia  now 
warrant  consideration  of  the  possibility  of  a 
diagnosis  of  Legionnaire’s  disease  (LD).  With 
this  diagnosis  under  suspicion,  the  manage- 
ment of  atypical  pneumonia  (pneumonia  by 
clinical  or  chest  x-ray  findings,  or  both, 
where  a non-bacterial  etiology  is  clearly 
evident)  should  stress  the  search  for  situa- 
tion, symptoms,  and  signs  often  associated 
with  LD,  the  early  use  of  erythromycin  with 
or  without  other  antibiotics,  and  the  timely 
taking  of  blood  for  serological  evidence  of 
the  disease.  Only  if  these  steps  are  taken  will 
we  know  the  true  incidence  of  LD. 
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Two-bedroom  Townhouse.  Quiet,  wooded  set- 
ting. Minutes  from  ocean  beaches,  golf  boat- 
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COLACE  prevents  hard,  dry  stools  common  to  constipation  . . . 
and  does  it  without  laxative  stimulation.  COLACE  assists 
peristalsis  by  simply  letting  intestinal  water  permeate  stools. 


COLACE  helps  to  prevent  painful  straining  at  stool  — particularly 
important  in  patients  with  delicate  anorectal  disorders. 

Safe  and  non-habit  forming  . . . COLACE,  the  simple  water  way 
to  ease  constipation  from  infancy  to  old  age. 

Simple  drops  of  water 
help  make  COU£E 
the  most  widely  us(^ 
stool  softener.  •<# 

- — - — ^ m . f 


MAGE' 

lioctyl  sodium  sulfosuccinate 

WleadfiJiTrsTm 

HARMACEUTICAL  DIVISION  - 


Does  It  influence 
yourdioiceofa 
peripheral/cerebral 
vasodilator'? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodiian— compatible 
with  concomitant  therapy 

• vasodiian— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


"Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 
2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 
Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodiian  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg, 

Vasodiian  iniection,  isoxsuprine  HCI.  5 mg.,  per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg , three  or  four  times  daily 
Intramuscular:  5 to  10  mg.  ( 1 or  2 ml.)  two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  snould  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  Intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg,,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg,,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg.  per 
2 ml  ampul,  box  of  six  2 ml  ampuls 

U S Pat  No  3,056,836 

VASODIIAN 

(ISOXSUPRINE  HCI) 

20-mg  tablets 
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Experience  With  Prenatal  Diagnosis 
In  Rhode  Island 


Physicians  Have  The  Responsibility  Of  In- 
forming At-Risk  Couples  Of  The  Availability 
Of  Prenatal  Diagnosis 


By  Gail  Barsel,  MS 

Siegfried  M.  Pueschel,  MD 
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xrenatal  diagnosis  of  certain  genetic  de- 
fects by  amniocentesis  has  been  possible  for 
at  least  a decade.  While  in  the  1960’s 
amniocentesis  was  used  primarily  as  a 
research  tool,  during  the  past  five  to  seven 
years  it  has  become  widely  available  for  the 
diagnosis  of  certain  genetic  disorders. 

The  information  gained  through  amniocen- 
tesis has  significantly  influenced  the  process 
of  genetic  counseling.  Although  it  is  unlikely 
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that  prenatal  diagnosis  will  substantially  re- 
duce the  incidence  of  genetic  disorders  in 
the  immediate  future,  it  provides  data  that 
facilitate  accurate  genetic  counseling.  Instead 
of  being  given  calculated  empiric  risk  figures, 
parents  can  be  told  whether  or  not  a fetus 
believed  to  be  at  risk  actually  has  a specific 
disorder.  This  knowledge  enables  individuals 
who  are  at  risk  for  having  a child  with  a 
genetic  disorder  to  be  well-informed  when 
making  choices  about  childbearing. 

In  the  state  of  Rhode  Island  amniocentesis 
has  been  offered  since  1974  through  the 
Genetic  Counseling  Program  of  the  Child 
Development  Center.  The  purpose  of  this 
paper  is  to  report  our  experience  and  to 
review  the  present  state  of  the  art  relating  to 
prenatal  diagnosis  of  certain  genetic  defects. 

Methods  and  Procedures 

Referrals  for  amniocentesis  to  the  Genetic 
Counseling  Program  at  the  Child  Develop- 
ment Center,  Rhode  Island  Hospital,  origi- 
nate from  private  physicians,  from  health 
agencies,  and  directly  from  patients.  Prior  to 
amniocentesis  a genetic  counselor  obtains  the 
family  history  and  discusses  all  current 
information  regarding  amniocentesis,  includ- 
ing the  risks  of  the  procedure  itself  and  the 
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risks  ot  having  an  affected  child.  During  this 
initial  discussion  it  is  stressed  that  “normal” 
results  cannot  guarantee  a healthy  infant  but 
can  only  rule  out  the  presence  of  certain 
genetic  disorders.  I he  patients  are  informed 
that  nearly  all  defects  detected  in  utero  are 
untreatable.  It  is  suggested  to  the  parents 
that  they  consider  and  discuss  what  their 
course  of  action  would  be  if  the  results 
revealed  an  abnormality  in  the  fetus. 

If  the  patient  decides  in  favor  of  amniocen- 
tesis, sonography  is  scheduled  about  the  15th 
week  of  pregnancy.  Should  sonography 
indicate  a gestational  age  of  15  weeks  or 
more,  amniocentesis  is  done  within  several 
days.  If  the  gestation  is  less  than  15  weeks, 
amniocentesis  is  scheduled  between  the  15th 
and  16th  week  of  pregnancy. 

All  amniocenteses  are  done  on  an  outpa- 
tient basis  at  the  Women  and  Infants 
Hospital  in  Providence.  After  routine  prepa- 
ration of  the  patient’s  skin,  the  abdominal 
wall  is  infiltrated  with  one  per  cent  Xylo- 
caine®  hydrochloride.  A 20  gauge  spinal 
needle  is  inserted  through  the  abdominal  wall 
into  the  amniotic  sac,  and  15  to  20  ml  of 
amniotic  fluid  is  withdrawn.  The  fetal  heart 
rate  is  obtained  prior  to  and  following 
amniocentesis.  For  Rh  negative  patients  with 
Rh  positive  husbands,  Rh  immune  globulin 
is  administered  after  amniocentesis  if  the 
patient  has  not  been  previously  sensitized.' 
Following  the  procedure  the  patient  is 
discharged  with  no  restrictions  on  activities. 
The  patient  is  told  that  the  results  will  be 
available  in  approximately  three  weeks. 
Upon  completion  of  cytogenetic  studies, 
biochemical  studies,  or  both,  the  patient  and 
the  referring  physician  are  informed  of  their 
outcome.  All  infants  of  mothers  who  under- 
went amniocentesis  are  examined  shortly 
after  birth. 


and  about  1/3  being  40  or  older.  Next  in 
order  of  incidence  was  a previous  child  with 
Down  Syndrome  or  other  chromosomal 
annormalityl  l«  ol  the  96  relerrals),  and  tniru 
a child  with  a neural  tube  defect  (7  of  the  96 
referrals). 

Sixty-three  of  the  96  referred  patients 
underwent  amniocentesis.  I'hirty-three  of  the 
referrals  did  not  result  in  amniocentesis  for 
the  following  reasons: 

Thirteen  patients  decided  against  amnio- 
centesis after  preliminary  discussion  indi- 
cated that  their  risks  were  less  than  they  had 
anticipated. 

— Nine  of  the  patients  aborted  spontane- 
ously prior  to  scheduled  amniocentesis. 

In  five  cases  amniocentesis  was  cancelled 
by  the  patient  after  the  placenta  was  found  to 
be  in  anterior  position  by  sonography  and 
concern  was  expressed  about  the  safety  of 
doing  an  amniocentesis  with  the  placenta  in 
this  location. 


TABLE  I 

Referrals  for  Amniocentesis 
August  1,  1974  — December  31,  1977 

Referrals 


Reasons  for  Referral 

Total 

Referrals 

Resulting  in 
Amniocentesis 

Ad\anced  maternal  age 

(35-39) 

38 

17 

(40-44) 

19 

15 

Previous  child  with  Down 
syndrome  or  other  chromo- 
somal abnormality 

18 

13 

Previous  child  with  neural 

tube  defect  

7 

7 

Family  history  of  Down 
syndrome  or  neural  tube 
defect  

6 

3 

Results 

From  August  1,  1974,  to  December  31, 
1977,  96  patients  have  been  referred  to  the 
Genetic  Counseling  Program  for  amniocen- 
tesis. Referrals  have  increased  from  7 in 
1974,  to  13  in  1975,  30  in  1976,  and  46  in 
1977.  As  noted  in  the  accompanying  table 
the  most  common  reason  for  referral  was 
advanced  maternal  age  (57  of  the  96 
referrals)  with  approximately  2/3  of  the 
patients  being  between  the  ages  of  35  and  39, 


* History  of  repeated  spon- 
taneous abortion,  radiation, 
or  drug  abuse  5 5 

Chromosomal  abnormality 

in  either  parent  2 2 


Other  (Potter  Syndrome)  I I 

Totals  96  63 

*These  are  no  longer  considered  indications  for 
amniocentesis. 
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Two  patients  chose  termination  prior  to 
amniocentesis. 

Two  women  were  referred  for  amniocen- 
tesis after  the  20th  week  of  gestation.  (In 
Rhode  Island  therapeutic  abortions  are  not 
ordinarily  done  after  the  20th  week  of 
gestation). 

In  two  other  situations  the  procedure 
was  canceled  by  the  patient  after  sonography 
had  revealed  twin  gestation  and  the  possible 
technical  problems  involved  in  amniocentesis 
with  twin  gestation  were  discussed  with  the 
parents. 

Of  the  63  patients  who  underwent  amnio- 
centesis, placental  localization  was  carried 
out  in  58  prior  to  this  procedure.  Thirty-one 
patients  had  posterior  placentas;  25  patients 
had  anterior  placentas;  one  patient  had  a 
partially  anterior  and  partially  posterior 
placenta;  and  another  patient  had  a placenta 
previa.  In  six  patients  with  posterior  placen- 
tas and  in  five  patients  with  anterior 
placentas  the  amniotic  fluid  obtained  was 
blood-tinged. 

A sample  of  amniotic  fluid  was  obtained 
successfully  in  56  of  the  63  patients.  In  four 
of  the  seven  remaining  patients  a second 
amniocentesis  was  done  without  complica- 
tions; the  other  three  patients  decided  against 
repeating  this  procedure.  Thus,  a total  of  60 
amniotic  fluids  were  obtained. 

Adequate  cell  growth  and  interpretable 
laboratory  results  were  obtained  in  47 
patients  after  the  first  amniocentesis,  and  in 
an  additional  1 1 women  after  a second 
amniocentesis.  In  two  patients  the  second 
amniocentesis  was  unsuccessful  in  terms  of 
producing  adequate  cell  growth  for  karyo- 
typing; however,  alpha-fetoprotein  analysis 
was  done  on  these  specimens. 

Of  the  60  specimens  that  were  analyzed, 
both  fetal  karyotype  and  alpha-fetoprotein 
analysis  were  done  in  45;  karyotyping  alone 
was  carried  out  in  11;  and  alpha-fetoprotein 
determination  alone  in  four  specimens. 
Alpha-fetoprotein  analysis  was  normal  in  all 
tested  specimens.  Chromosomal  studies  were 
normal  in  all  but  two  situations.  One 
chromosome  analvsis  revealed  a balanced 
translocation  in  the  fetus  identical  to  that 
found  in  the  mother;  as  expected,  a pheno- 
typically  normal  infant  was  subsequently 
delivered.  The  other  abnormal  karyotype 
showed  an  unusual  minute  chromosome 


which  was  also  observed  in  some  of  the 
father’s  cells.  The  parents  were  told  it  was 
not  possible  to  predict  whether  the  child 
would  be  abnormal  or  normal.  1 hey  decided 
to  continue  the  pregnancy,  and  a phenotypi- 
cally  normal  appearing  male  infant  was 
subsequently  delivered. 

There  have  been  no  elective  pregnancy 
terminations  following  the  results  of  amnio- 
centesis in  the  63  patients  who  underwent 
this  procedure.  Three  patients  aborted  spon- 
taneously during  the  two  weeks  following 
amniocentesis.  One  of  these  had  three 
previous  spontaneous  abortions,  and  one  had 
a placenta  previa.  In  addition,  there  were  two 
unexplained  fetal  losses  six  weeks  and  three 
months  respectively  post  amniocentesis  and  a 
stillbirth  at  30  weeks  of  gestation. 

Of  the  remaining  58  patients,  43  have 
delivered  their  infants.  There  have  been  no 
errors  in  fetal  sex  determination.  Only  one 
patient  has  been  lost  to  follow-up.  Fourteen 
patients  are  still  pregnant.  One  infant,  that  of 
a diabetic  mother,  was  stillborn.  All  infants 
that  have  been  examined  with  three  excep- 
tions appeared  to  be  physically  normal.  One 
infant  was  born  with  an  extensive  facial  port 
wine  nevus;  another  with  cutaneous  syndac- 
tyly of  the  second  and  third  toes,  which  was 
also  present  in  the  father;  and  the  third  with 
a deep  pilonidal  sinus,  a short  lingual 
frenulum,  and  a superficial  skin  dimple 
above  the  right  iliac  crest.  None  of  the 
infants  had  any  defects  or  abnormalities  that 
were  attributable  to  the  amniocentesis  pro- 
cedure. 

Discussion 

The  data  from  our  amniocentesis  program 
and  reports  from  other  similar  programs 
reveal  that  the  most  common  indication  for 
amniocentesis  is  advanced  maternal  age. 
There  is  no  sharp  dividing  line  above  which 
maternal  age  is  considered  “advanced,”  but 
most  centers  are  currently  using  35  years  as  a 
criterion,  whereas  a few'  years  ago  40  years 
was  the  designated  age.  It  is  well-known  that 
older  mothers  have  an  increased  risk  of 
giving  birth  to  a child  with  Trisomy  21. 
Milunsky  and  Golbus  conclude  from  their 
respective  analyses  that  the  risk  of  having  a 
chromosomally  defective  offspring  for  wom- 
en 35  to  39  years  of  age  is  slightly  more  than 
tw'o  per  cent;  the  risk  for  women  40  to  44  is 
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between  three  and  four  per  cent;  and  the  risk 
for  women  45  years  or  older  is  about  10  per 
cent. 2 5 Investigations  carried  out  by  the 
National  Institute  of  Child  Health  and 
Human  Development  (NICHD)  and  the 
Canadian  collaborative  study  revealed  that 
one  out  of  60  fetuses  studied  had  a 
chromosomal  abnormality  when  the  mother 
was  35  to  39  years  of  age,  and  one  out  of  20 
when  the  mother  was  40  years  or  older. ^ 

The  second  most  frequent  indications  for 
prenatal  diagnosis  is  a previous  child  with 
I risomy  21.  I he  risk  of  recurrence  appears 
to  be  one  to  two  per  cent.^'^  A chromosomal 
abnormality  in  either  parent,  such  as  a 
balanced  translocation,  is  also  an  indication 
to  perform  a fetal  chromosome  analysis. 

Concerning  severe  X-linked  genetic  disor- 
ders, only  three  rare  conditions  (Hunter’s 
syndrome,  Fabry’s  disease,  and  Lesch-Nyan 
syndrome)  are  specifically  diagnosable  in  the 
affected  male  fetus.’"'  For  women  who  are 
known  carriers  of  other  X-linked  disorders, 
such  as  Duchenne  Muscular  Dystrophy,  the 
affected  male  cannot  be  distinguished  from 
the  unaffected  by  studies  of  the  amniotic 
fluid;  only  prenatal  se.x  determination  could 
be  offered  to  these  families  in  the  past. 
Mahoney  in  a recent  publication  has  de- 
scribed pre-natal  diagnosis  of  Duchenne 
Muscular  Dystrophy  by  use  of  creatine 
phosphokinase  analysis  of  fetal  blood  ob- 
tained via  fetoscopy.^ 

Prenatal  diagnosis  is  now  available  for 
over  60  of  the  known  hereditary  biochemical 
disorders,  which  individually  are  quite  rare, 
but  which  carry  a 25  per  cent  risk  of 
occurrence  in  each  pregnancy.  Many  lipi- 
doses, mucolipidoses,  mucopoly-saccharidos- 
es,  and  amino  acid  and  carbohydrate  disor- 
ders can  be  identified.^  Carrier  detection  is 
ot  prime  importance  in  prenatal  diagnosis  of 
these  disorders  and  has  been  used  most 
extensively  for  Tay-Sachs  disease  preven- 
tion.^ ^ 

Recently  sickle  cell  anemia  and  beta- 
thalassemia  have  been  diagnosed  in  utero. 
This  procedure  requires  sampling  of  fetal 
blood  and  is  available  in  only  a limited 
number  of  centers  in  the  United  States. 

Another  large  category  of  disorders  that 
can  be  diagnosed  prenatally  are  neural  tube 
defects,  such  as  spina  bifida  and  anen- 
cephaly.  The  alpha-fetoprotein  assay  is  now 


an  established  tool  for  the  laboratory 
diagnosis  of  these  malformations  and  will 
detect  about  90  per  cent  of  neural  tube 
defects.  1 he  other  10  per  cent  are  small, 
usually  closed  neural  tube  lesions  that  are  not 
amenable  to  diagnosis  by  this  method. 
Amniocentesis  and  subsequent  alpha-feto- 
protein determination  is  suggested  for  cou- 
ples who  have  previously  had  a child  with  a 
neural  tube  defect,  since  their  risk  of 
recurrence  is  three  to  five  per  cent.  In 
addition,  because  the  incidence  of  neural 
tube  defects  is  approximately  1 in  500,  it  has 
been  recommended  that  an  alpha-fetoprotein 
assay  be  done  on  all  amniotic  fluid  specimens 
obtained  for  prenatal  genetic  studies. ^ 

Recently,  the  measurement  of  alpha- 
fetoprotein  in  maternal  serum  has  presented 
an  opportunity  to  screen  all  pregnancies  for 
possible  open  tube  defects.  It  has  been 
suggested  that,  after  two  consecutive  elevated 
alpha-fetoprotein  levels  are  found  in  mater- 
nal serum,  amniocentesis  and  alpha-feto- 
protein assay  on  the  amniotic  fluid  be  done. 
Although  the  efficacy  of  this  approach  is  still 
under  evaluation  at  the  present  time,  alpha- 
fetoprotein  determination  in  maternal  serum 
may  well  become  a part  of  routine  obstetric 
practice  in  this  country  as  it  has  been  in  some 
parts  of  Britain.*'* 

There  is  ample  evidence  that  amniocentesis 
for  prenatal  diagnosis  is  underutilized.  Ac- 
cording to  Rhode  Island  vital  statistics, 
approximately  1,500  babies  were  born  to 
Rhode  Island  mothers  who  were  35  years  of 
age  or  older  during  the  period  covered  in  this 
study.  Yet,  our  program  has  received  only  57 
referrals  for  amniocentesis  for  women  who 
were  35  or  older  during  this  period,  which  is 
less  than  four  per  cent  of  this  population. 
Allowing  that  an  estimated  comparable 
number  of  amniocenteses  may  be  done  by 
private  physicians,  it  is  apparent  that  utiliza- 
tion of  amniocentesis  for  women  aged  35  and 
older  is  still  under  eight  per  cent  in  this  state. 
This  is  not  unique  to  Rhode  Island;  in 
Massachusetts  4.1  per  cent,  and  in  California 
only  about  two  per  cent  of  pregnant  women 
35  years  and  older  had  an  amniocentesis  in 
1974.2  15  Although  these  figures  have  in- 
creased for  1975-1977,  and  have  reached  25 
per  cent  in  some  parts  of  New  York  and 
Georgia,  this  is  still  a low  percentage  of  the 
target  population.'^  It  is  estimated  that  the 
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number  of  infants  born  with  Down  syndrome 
could  be  reduced  by  1/3  if  amniocentesis 
were  made  available  to  all  pregnant  women 
35  years  and  older. 

The  reasons  for  reluctance  to  recommend 
amniocentesis  for  patients  who  are  at  risk  for 
conditions  that  could  be  diagnosed  in  utero 
are  varied  and  include  medical,  moral, 
ethical,  and  religious  issues.  Medically,  there 
have  been  concerns  about  the  risks  of  the 
procedure  for  both  mother  and  fetus,  risks 
such  as  spontaneous  abortions,  obstetrical 
complications,  or  damage  to  the  fetus  itself. 
Yet,  the  risk  appears  to  be  low  based  on  the 
cumulative  experience  of  many  genetic  cen- 
ters and  on  the  NICHD  study.  The 
NICHD  study  showed  no  statistically  signifi- 
cant difference  between  1,040  amniocentesis 
subjects  and  992  control  subjects  in  the  rate 
of  fetal  loss  (3.5  per  cent  for  the  amniocente- 
sis subjects  and  3.2  per  cent  for  the  controls) 
or  incidence  of  complications  during  preg- 
nancy or  delivery.  Furthermore,  examination 
of  subsequent  newborns  revealed  no  signifi- 
cant differences  between  the  two  groups  in 
the  incidence  of  congenital  anomalies  or 
evidence  of  physical  injury  to  the  infants 
resulting  from  amniocentesis.  When  reex- 
amined at  one  year  of  age,  the  infants  of  the 
two  groups  again  did  not  differ  in  their 
physical,  neurological,  or  developmental  sta- 
tus. The  overall  accuracy  of  the  procedure 
was  99.4  per  cent.^ 

In  our  own  experience  there  were  no 
obstetrical  complications  following  amnio- 
centesis. Although  there  have  been  three  fetal 
losses  within  two  weeks  of  amniocentesis,  it 
is  not  possible  to  determine  if  any  of  the 
losses  were  causally  related  to  this  procedure. 
Some  physicians  are  reluctant  to  perform 
amniocentesis  when  an  anterior  placenta  is 
found  by  sonography.  Our  data,  however, 
indicate  no  increased  obstetrical  complica- 
tions attending  amniocentesis  in  the  presence 
of  an  anterior  placenta.  Most  importantly, 
infants  born  subsequent  to  amniocentesis 
have  had  no  apparent  injuries  or  birth  defects 
attributable  to  this  procedure. 

Objections  to  amniocentesis  have  also  been 
based  on  moral  and  ethical  grounds  because 
of  its  association  with  abortion.  Yet,  reports 
of  studies  from  other  amniocentesis  pro- 
grams indicate  that  over  95  per  cent  of 
women  who  undergo  this  procedure  continue 


the  pregnancy  mainly  because  of  the  reassur- 
ance they  gained  from  the  results.^  Some  of 
our  patients  stated  that  they  would  have 
considered  elective  termination  of  the  preg- 
nancy for  fear  of  having  an  affected  child  had 
amniocentesis  not  been  made  available  to 
them.  We  believe  that  a physician’s  personal 
conviction  or  viewpoint  should  not  prevent 
his  patients  from  having  access  to  prenatal 
diagnosis.  Decisions  concerning  childbearing 
should  be  made  only  by  the  couple  involved 
after  being  informed  of  all  the  risks  and 
options.  In  fact,  the  physician  is  now 
considered  legally,  as  well  as  professionally, 
remiss  if  he  fails  to  inform  an  at-risk  patient 
about  the  availability  of  prenatal  diagnosis.'^ 

Conclusion 

Amniocentesis  for  prenatal  diagnosis  when 
done  by  an  experienced  team  has  been  shown 
to  be  a low-risk  procedure  for  both  mother 
and  fetus.  The  principal  indications  for 
amniocentesis  have  been  advanced  maternal 
age  (35  and  older),  the  birth  of  a previous 
child  with  a chromosomal  abnormality,  and 
the  birth  of  a previous  child  with  a neural 
tube  defect.  Results  of  prenatal  studies  have 
served  to  provide  much  needed  reassurance  to 
many  couples  who  otherwise  may  have  been 
quite  reluctant  to  undertake  or  continue  a 
pregnancy.  Amniocentesis  has  enabled  many 
at-risk  individuals  to  look  forward  to  the 
birth  of  an  infant  who  is  unaffected  by  the 
condition  for  which  they  were  at  risk. 
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Axillary  Distal  Profunda  Femoral  Artery 
Bypass 


Authors  Describe  A New  Operative  Approach 
For  Infected  Aortic  GraHs 


By  James  J.  Yashar,  MD 
Ralph  J.  Burnard,  MD 
Albert  K.  Weyman,  MD 
John  Yashar,  MD 

Prosthetic  graft  infection  is  one  of  the 
most  serious  complications  of  reconstructive 
vascular  surgery.  While  uncommon,  it  is  a 
disastrous  complication  which  often  results 
in  loss  of  life  or  limb. 

The  treatment  of  infected  prostheses  in- 
volving the  anastomotic  sites  includes  re- 
moval of  the  graft  and  reconstruction  with  an 
extra-anatomical  bypass.-  3 4 5 6 lo 

JAMES  J.  YASHAR,  MD,  Clinical  Instruc- 
tor in  Surgery  (Thoracic)  Brown  University, 
Providence,  Rhode  Island;  Chief  of  Thoracic 
and  Cardoivascular  Surgery,  Woonsocket 
Hospital,  Woonsocket,  Rhode  Island;  Chief 
of  Peripheral-vascular  Surgery,  Roger  Wil- 
liams General  Hospital,  Providence,  Rhode 
Island 

RALPH  J.  BURNARD,  MD,  practices 
Cardiovascular  and  Thoracic  Surgery  in 
Rhode  Island 

ALBERT  K.  WEYMAN,  MD,  Clinical  In- 
structor in  Surgery  (Thoracic),  Brown  Uni- 
versity, Providence,  Rhode  Island;  practices 
Cardiovascular  and  Thoracic  Surgery  in 
Rhode  Island 

JOHN  YASHAR,  MD,  Clinical  Assistant 
Professor  of  Surgery  (Thoracic),  Brown  Uni- 
versity, Providence,  Rhode  Island;  Chief  of 
Cardio-thoracic  Surgery,  Roger  Williams 
General  Hospital,  Providence,  Rhode  Island 


bypass  must  be  performed  in  an  aseptic  skin 
field.  Bypass  from  axillary  arteries  to  the 
superficial  femoral  arteries  in  the  midthigh 
has  been  an  accepted  technique.  Unfortu- 
nately, removal  of  an  infected  aortofemoral 
graft,  if  associated  with  a previously  occluded 
superficial  femoral  artery,  will  necessitate 
amputation  of  the  lower  extremities.  During 
the  past  year  we  have  successfully  employed 
axillary  distal  profunda  femoral  bypasses  in 
two  patients  presenting  with  this  problem. 

Clinical  Material 

During  an  eleven  year  period,  from 
January  1966  through  April  1977  our  group 
performed  vascular  reconstruction  of  the 
aorto-femoral-popliteal  area,  using  prosthetic 
grafts,  in  590  patients.  Eifteen  graft  infections 
developed  in  thirteen  patients,  for  an 
incidence  of  2.4  percent.  Two  of  these 
patients  had  occluded  superficial  femoral 
arteries  associated  with  aortofemoral  graft 
infection.  These  patients  were  treated  by 
resection  of  the  infected  graft  and  extra- 
anatomical  bypass  with  axillary-distal-pro- 
funda-femoral  artery  grafts. 


From  the  Department  of  Surgery,  Brown  University, 
and  the  surgical  services  of  Roger  Williams  General 
and  The  Miriam  Hospitals  of  Providence;  The 
Memorial  Hospital,  Pawtucket;  and  the  Woonsocket 
Hospital. 
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Case  Report 

A 76-year-old  man  was  admitted  to  the 
hospital  on  October  29,  1975  for  evaluation 
and  treatment  of  intermittent  claudication 
and  rest  pain  of  the  lower  extremities.  These 
symptoms  were  more  severe  on  the  left  and 
had  been  present  for  several  months.  Physi- 
cal examination  revealed  abdominal  and  iliac 
bruits  with  only  a weak  femoral  pulse  on  the 
right  and  absence  of  all  lower  extremity 
pulses  on  the  left.  .Aortography  revealed 
severe  stenosis  of  the  abdominal  aorta  and 
iliac  arteries,  and  complete  occlusion  of  both 
superficial  femoral  arteries  with  reconstitu- 
tion at  the  popliteal  level.  On  September  29. 
19"'5  the  patient  underwent  an  uneventful 
aorto-bilateral-common-femoral  artery  by- 
pass and  bilateral  lumbar  sympathectomy. 
Eighteen  months  later,  on  .April  2.  1977.  the 
patient  presented  with  painless  swelling  in 
both  groins,  which  had  been  present  for  six 
weeks.  .An  aortogram  revealed  a well  func- 
tioning aorto-bilateral-femoral  bypass  with- 
out evidence  of  false  aneurvsm  formation. 
.An  echogram  of  the  abdominal  and  iliac 
vessels  demonstrated  the  presence  of  an 
abcess  surrounding  the  entire  graft  (Fig  I). 
On  April  8.  1977  a bilateral  axillary-distal- 
profunda-femoral  bypass  and  removal  of 
infected  prostheses  were  performed.  The 
patient  subsequently  enjoyed  an  uneventful 
recovery  and  has  remained  completely  free  of 
symptoms. 

.A  second  patient  was  treated  similarly 
during  the  previous  year  and  also  recovered 
uneventfully  from  surgery,  but  six  months 
later  the  patient  developed  infection  of  the 


XIPHOID  UMBILICUS* 


Abscess 


Graft 


Fig.  I Echogram  of  the  abdomen  revealing  pressure 
of  the  abscess  around  the  graft. 


axillary  femoral  bypass,  refused  further 
surgery,  and  died  eventually  from  rupture  of 
the  graft. 

The  patient  is  placed  in  the  supine  position 
on  the  operating  table,  with  the  arms 
extended  at  right  angles  to  the  body.  The 
skin  is  incised  transversely  5 cm  below  the 
clavicle,  and  the  pectoralis  major  muscle  was 
divided  in  the  direction  of  its  fibers.  The 
costoclavicular  fascia  is  opened  and  the  first 
portion  of  the  axillary  artery  between  the 
clavicle  and  the  pectoralis  minor  muscle 
tendon  is  mobilized.  .A  10  cm  incision  is 
made  in  the  thigh  12  to  15  cm  below  the 
inguinal  ligament  and  5 cm  below  the 
infected  area.  The  adductor  longus  muscle  is 
divided  1 cm  medial  to  its  femoral  insertion, 
and  the  distal  profunda  femoral  artery  is 
identified  and  mobilized.  .A  tunnel  is  pre- 
pared deep  to  the  pectoralis  minor  muscle 
and  is  directed  laterally  and  inferiorly  to  the 
level  of  the  8th  or  9th  rib  in  the  mix-axillary 
line,  where  another  skin  incision  is  made. 
The  tunnel  is  then  continued  from  this 
incision  inferiorly  through  the  external  obli- 
que aponeurosis  posterior  to  the  superior 
iliac  crest  and  toward  the  exposed  distal 
profunda  femoral  artery.  Care  is  taken  to 
keep  the  tunnel  at  least  5 tc  cm  lateral  to 
the  infected  groin  incisions. 


Fig.  II  Diagramatic  illustration  of  bilateral  axillarv 
distal  profunda  arterv  bv passes. 
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Alter  systemic  heparinization  a 10  mm  pre- 
clotted knitted  I)acron®graft  is  anastomosed 
obliquely  to  the  axillary  artery  in  an  end-to- 
side  fashion  and  passed  through  the  pre- 
viously prepared  subfascial  tunnel.  An  end- 
to-side  anastomosis  is  then  carried  out  to  the 
profunda  femoral  artery.  A second  team 
performs  a similar  bypass  on  the  other  side 
(Fig  II). 

After  closure  of  the  various  incisions 
occlusive  waterproof  dressings  are  applied 
and  isolated  from  the  second  field  exposing 
the  original  abdominal  and  inguinal  in- 
cisions, through  which  the  infected  aortic  graft 
is  removed  and  the  retroperitoneal  space  is 
drained  with  sump  drains  via  the  groin 
incisions.  Antibiotic  coverage  is  instituted 
postoperatively. 

Discussion 

That  treatment  of  infected  vascular  grafts 
is  difficult,  is  attested  to  by  the  25  to  75 
percent  mortality  rates  reported  in  the 
literature.  In  1959  Schramel  et  al  described 
ligation  of  the  artery  with  excision  of  the 
infected  graft.  Blaisdell'  in  1961  was  the  first 
to  recommend  removal  of  the  infected 
prosthesis  associated  with  bypass,  in  this  case 
from  the  thoracic  aorta  to  the  femoral  artery. 
In  the  same  year  Carter  reported  antibiotic 
treatment  and  irrigation  of  the  infected  graft 
with  good  results.  In  1962  Vetto"  published 
the  technique  of  femoro-femoral  bypass.  In 
1963  Blaisdell  et  aF  described  axillo- 
femoral  bypass  for  infected  prosthetic  grafts, 
and  in  the  same  year  Shaw^  reported  the 
principle  of  obturator  foramen  bypass.  Re- 
cently Royster  et  al  ^ reported  aorto-distal- 
femoral  bypass  using  the  obturator-canal 
route.  To  our  knowledge  axillary-to-distal- 
profunda-femoral-artery  bypass  has  not  pre- 
viously been  reported  in  the  literature.  This 
bypass  technique  supplies  adequate  circula- 
tion to  the  lower  extremities  in  patients  with 
combined  aorto-iliac  and  superficial  femoral 
occlusive  disease,  and  neither  of  our  patients 
required  amputation.  During  the  last  two 
years,  because  of  this  aggressive  surgical 
management  of  infected  prosthetic  grafts,  we 
have  been  able  successfully  to  treat  two 
patients  and  prevent  amputation  and  post- 
operative mortality. 


Summary 

Infection  of  aorto-femoral  bypass  grafts 
associated  with  occluded  superficial  femoral 
arteries  carries  a high  morbidity  and  mor- 
tality. A case  is  reported  and  the  technique  of 
extra-anatomical  bypass  using  bilateral  ax- 
illary-distal-profunda-femoral-artery  recon- 
struction is  described.  Two  patients  have 
been  successfully  treated  using  this  approach 
in  conjunction  with  resection  of  the  infected 
prosthesis.  These  patients  require  aggressive 
treatment.  We  believe  that  this  technique 
should  be  considered  in  their  management. 
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phenazopyridine  HCI — bottles  of  100  a| 


Roche  Laboratories  I 
Division  of  Hoffmann-lil 
N Utley,  New  jersey  071 1 


.Data  nn  flip  Hnffmann-La  Roche  Inc..  Nutlev.  New  Jersey  07110. 


100  mg 


250  mg 


500  mg 


Iblinase 

tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 


J-569S-6 

©1977  THE  UPJOHN  COMPANY 


Be  hat 


Editorials 


Hospital  Costs 


We  have  on  occasion  ruminated  in  these 
columns  about  the  responsibility  of  the 
academic  community  for  the  education  of 
medical  students  and  house  staff  concerning 
the  costs  of  hospital  services.  This  is 
important  if  we  are  ever  to  curb  the  lavish 
utilization  of  services  in  modern  medical 
practice. 

A recent  study  at  the  University  of  Miami 
School  of  Medicine  points  up  this  problem. 
In  the  survey  316  house  officers  and  70  third 
year  medical  students  who  were  either 
beginning  or  ending  surgical  clerkships  at 
Jackson  Memorial  Hospital  were  asked  a 
series  of  questions.  Surveys  covering  the 
same  data  were  also  mailed  to  112  full-time 
university  clinical  faculty  members. 

Physicians  and  students  were  asked  to 
estimate  the  charges  for  17  commonly  billed 
items  at  the  hospital,  such  as  a unit  of  blood. 


Bladder  Cancer 


Among  the  panoply  of  diseases  related  to 
[cigarette  smoking,  bladder  cancer  has  re- 
ceived less  attention  than  it  deserves.  In  yhe 
hue  and  cry  over  saccharin  and  cyclmate, 
which  probably  have  produced  much  more 
good  than  evil,  a far  more  prevalent  cause  of 
[bladder  cancer  has  been  lost  sight  of. 

Wynder  and  Goldsmith  conducted  a case 
[study  of  bladder  cancer  among  574  males 
nd  158  females  in  the  years  1969-1974  in  17 
ospitals  in  six  American  cities.  An  equal 
umber  of  matched  individuals  were  used  as 
ontrols.  The  authors  concluded  that  ciga- 
ette  smokers  of  both  sexes  were  at  higher 
elative  risk  than  non-smokers.  Cigarette 
moking  wa-s  responsible  for  about  one-half 

B',ditorials 


a semi-private  room,  a urinalysis,  an  electro- 
cardiogram, an  upper  gastrointestinal  series, 
and  a liter  of  intravenous  solution. 

Answers  were  deemed  “correct”  if  they 
were  within  10  per  cent  of  the  actual  listed 
charges.  Only  one  per  cent  of  the  faculty  and 
two  per  cent  of  the  house  staff  had  the 
correct  prices  of  more  than  half  the  items  on 
the  list.  None  of  the  students  knew  the 
correct  prices  of  more  than  half  of  the  items. 
Students  on  the  average  scored  only  3 out  of 
17  respectively. 

Without  having  some  concept  of  cost,  it  is 
hardly  possible  to  judge  cost  effectiveness.  It 
is  the  responsibility  of  the  academic  com- 
munity to  know  the  costs  of  hospital  services 
and  to  teach  students  and  house  officers  a 
reasonable  degree  of  responsibility  in  their 
utilization. 


And  Smoking 


(48  per  cent)  of  male  and  one-third  (31  per 
cent)  of  female  bladder  cancer.  There  was 
however  an  excess  of  bladder  cancer  among 
those  with  some  previous  occupational  ex- 
posures, such  as  rubber,  chemicals,  and 
textiles.  Preliminary  studies  by  these  authors 
revealed  significantly  more  cigarette  smokers, 
and  more  heavy  cigarette  smokers  among 
bladder  cancer  cases  than  among  controls. 
Cigarette  smokers  had  a relative  risk  of 
bladder  cancer  four  times  that  of  non- 
smokers.  Bladder  cancer  among  females  is 
decreasing. 

The  potent  bladder  carcinogen  B-napthyl- 
amine  is  present  in  cigarette  smoke;  and  a 
variety  of  nitrosamines  have  also  been 
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THE  WILLIAMS  & WILKINS  CO. 

Baltimore,  Maryland 


Wc  are  proud  to  announce  that 
Chester  Berg  is  our  new  sales  representative 
for  Massachusetts  and  Rhode  Island. 


Chet  IS  CcigtT  to  supply 
you  with  iKioks  aiul 
)oum.ils  from  Williams  ls: 
Wilkins  as  wi-11  as  titles  from 
I.e.i  .St  J-ebiger  aiul  kittle. 
Brown. 

Please  look  for  ( .bet's  hook 
display  in  yotir  hospital  or 
call  him  at  home  tor  prompt 
service 

(diet  w ill  be  happy  to 
accept  your  Master  (diarge  or 
VISA  card  tor  any  Williams 
(St  Wilkins  title. 

Chester  A.  Berg 
(Vt  Bull  Run 
Holden  MA  01520 


(617)  829-9361 


cation 
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L: 

sur>pi 

CO 

ATTRACTIVE  & FUNCTIONAL 
OFFICES 


By  BENf  CO. Division  of  National  Office  Supply  Co 


Designers  & Suppliers  of  Offices 

Lease  Plans  Available 

36  Branch  Ave.,  Providence,  R.l.  02904 
(Branch  Ave.  Exit  Route  95)401  274-9000 


idciitilicd.  Nitrosamines  have  demonstrated 
carcinogenic  properties,  f urther  studies  in- 
dicate that  the  excess  risk  among  tobacco 
users  resides  largely  with  cigarette  smokers. 
Since  the  association  is  limited  to  cigarette 
smokers,  inhalation  appears  to  be  of  im- 
porta  nee. 

I here  is  a strong  relationship  of  the 
incidence  of  the  disease  both  with  the 
number  of  cigarettes  smoked  and  with  the 
duration  ol  use.  1 he  proportion  of  non- 
cigarette-smokers among  controls  is  almost 
double  that  of  bladder  cancer  cases.  No 
beneficial  effect  of  cigarette  filters  can  be 
demonstrated. 

With  respect  to  the  effect  of  artificial 
sweeteners  the  incidence  of  bladder  cancer 
among  diabetics  is  revealing.  It  is  an 
impressive  finding  that  a larger  proportion  of 
diabetic  bladder  cancer  patients  smoked 
cigarettes  than  did  diabetic  controls. 

While  much  work  needs  to  be  done  in 
positively  identifying  the  carcinogens  in  the 
bladder  urine  of  smokers,  powerful  circum- 
stantial and  epidemiological  evidence  exists 
which  incriminates  cigarette  smoking  in  the 
causation  of  bladder  cancer.  The  list  of 
serious  illnesses  that  are  tobacco-related  is 
long  and  chilling.  When  will  the  public  begin 
paying  attention? 

References 
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Editor’s  Mailbox 

To  the  Editor; 

Our  organization.  The  Rhode  Island 
Interscholastic  Injury  Fund,  invited  five 
doctors  and  their  wives  to  the  annual  May 
dinner  meeting  of  the  executive  board.  The 
doctors  were  there  because  we  wanted  to  tell 
them  how  much  we  appreciated  what  they 
had  done  for  our  organization  and  to  give 
them  a sincerely  belated  “Thank  you.” 

About  30  years  ago  six  Rhode  Island  high 
school  football  coaches  decided  to  raise  some 
money  and  with  that  money  pay  the  medical 
bills  for  high  school  football  injuries.  The 
first  years  were  most  difficult,  and  had  it  not 
been  for  Doctors  Edward  G.  Crane,  James  R. 
McKendry,  A.  A.  Savastano,  Louis  A. 
Mariorenzi,  William  F.  Garrahan,  and  many 
others  our  organization  would  have  disap- 
peared. These  doctors  gave  immediate  treat- 
ment to  the  injured  athletes,  many  times 
reduced  their  fees,  and  quite  often  submitted 
no  bill  at  all. 

Over  the  years,  the  Interscholastic  Injury 
Fund  has  increased  its  coverage  to  include  all 
boys  and  girls  in  all  sports  in  all  junior  and 
senior  RI  high  schools,  which  are  under  the 
jurisdiction  of  the  Rhode  Island  Principals’ 
Committee  on  Athletics.  There  is  no  charge 
to  any  athlete,  and  it  is  our  goal  to  see  that 
no  parent  of  any  injured  athlete  has  to  pay  a 
penny  of  medical  bills. 

Now  that  we  are  financially  stable,  w'e  have 
expanded  our  coverage  to  provide  rehabilita- 
tion through  therapy  and  courses  in  the  care 
and  prevention  of  athletic  injuries  to  stu- 
dents, coaches,  and  nurses  at  six  Rhode 
Island  hospitals.  Our  group  is  the  only  one  of 
its  kind  in  the  United  States. 

Were  it  not  for  these  devoted  doctors,  who 
shared  our  hopes  and  dreams  of  providing 
the  financial  base  for  medical  care  to  the 
injured  athletes,  our  organization  would  not 
exist.  So,  to  these  doctors,  dedicated  to 
sports  and  youth,  we  say  a most  grateful 
“Thank  you.” 


Irving  Nelson,  President 
Rhode  Island  Interscholastic 
Injury  Fund 


ALL  R.l.  M.D/s 

We  can  answer  these  questions  better: 

1.  How  can  I be  SURE  that  I am  getting  the  best 
QUALITY  of  DISABILITY  INSURANCE  — at  a 
reasonable  cost? 

2.  How  can  I be  SURE  that  my  LIFE  INSURANCE 
premiums  are  applied  to  my  greatest  advantage 
(net  after  taxes)  ? 

3.  How  much  Is  ENOUGH  to  put  Into  tax-deferred 
RETIREMENT  PLANS? 

4.  How  can  I BUILD  WEALTH,  In  spite  of  INFLA- 
TION and  HIGH  TAXES? 

5.  How  can  I,  Snd  my  family,  be  SECURE,  financially. 
In  spite  of 

a. )  INCOME  and  DEATH  TAXES 

b. )  DISABILITY 

c. )  DEATH 

d. )  DEPRESSION 

e. )  DEVALUATION? 

R.A.  DEROSIER  AGENCY 

FOURDEE  AGENCY,  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 

(N.A.S.D.  Broker/Dealer ) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


July.  1978 
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LUXURIOUS  HOUSE 
FOR  SALE 

• Ideal  for  Doctor;  Within  walking  distance  of 
Women  & Infants,  Roger  Williams,  Veterans 
Hospitals. 

• 4 bedrooms,  2 ’/2  bathrooms,  living,  formal 
dining,  large  family  room  with  fieldstone  fire- 
place, gameroom,  enclosed  porch,  heated 
swimming  pool. 

• Sold  by  owner  for  $1  19,000. 

• CALL  861-5534  FOR  APPOINTMENT. 


Are  You  Moving? 

If  you're  moving  soon,  please  let  us  know 
at  least  six  weeks  before  you  move. 

Send  change  of  address  to 
RHODE  ISLAND  MEDICAL  JOURNAL 
1 06  Francis  Street 
Providence,  Rl  02903 

Name  

O'd  Address 

Street 

City State  ....  Zip 

New  Address 

Street  

City State  ....  Zip 


FOR  SALE 

Picker  Century  x-ray  machine. 
Tilt  table,  floroscopy,  Bucky. 
Owner  retiring. 

CALL:  421-4333 


What’s  New 

Dow  F’harmaceuticals  is  introducing  Ac- 
curbroniM('rheophylline)  to  be  available  in  a 
dual  package  containing  a 16  o/,.  bottle  of 
theophylline  liquid  (10  mg.  theophylline 
anhydrous  per  ml.)  and  a 15  ml.  specially 
designed  combination  spoon  and  vial,  cali- 
brated in  millimeters  for  accurate  dosage. 

* * 

(j.  D.  Searle  has  an  agreement  with 
Pennwalt  to  market  metolazone,  a diuretic 
used  for  treating  hypertension  and  edema. 
Searle  will  assign  a brand  name  to  the 
preparation  and  will  promote  the  drug  as  a 
complement  to  the  present  line  of  cardiovas- 
cular and  renal  medications. 

* * * 

The  Huntleigh  Group  of  England  offers  a 
new  and  highly  efficient  method  of  reducing 
and  controlling  edema  of  the  arm  after 
mastectomy.  The  device  may  be  employed  by 
the  patient  in  the  home  after  a short  course 
of  instruction.  The  arm  is  covered  with 
stockinette  and  put  into  a pneumatic  sleeve 
attached  to  a quiet  electrically  operated 
Berkeley  Flowtron  pump.  The  sleeve  is 
inflated  during  a cycle  of  about  two  minutes’ 
inflation  and  two  minutes’  deflation.  The 
pressure  may  be  varied  and  is  usually  used  as 
high  as  is  comfortable.  The  method  is  also 
adaptable  to  leg  disorders. 

* * * 

Wyeth  Laboratories  announces  Ativan® 
(lorazepam)  a new  anti-anxiety  agent  for  the 
symptomatic  relief  of  anxiety  associated  with 
anxiety  neuroses  and  transient  situational 
disturbances.  It  has  also  been  shown  to  be 
effective  in  relief  of  anxiety  associated  with 
depressive  symptoms.  It  is  provided  in  1 mg 
and  2 mg  tablets. 

* * * 

The  Maytag  Company  has  designed  a large 
four-prong  knob  which  fits  over  the  standard 
control  dial  on  most  Maytag  washers  and 
dryers.  It  is  made  especially  for  homemakers 
with  manual  arthritis. 

* * * 

Riker  is  introducing  the  BUF  Foot-Care 
Kit.  It  contains  BUF-PED,  a nonwoven 
polyster  sponge,  BUF  Foot-Care  Soap  and 
BUF  Foot-Care  Lotion.  They  provide  safe 
and  effective  cleansing,  moisturizing  and 
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lubrication  of  the  feet.  Designed  for  use  by 
dermatologists  and  by  patients. 

* * * 

Stuart  Pharmaceuticals  announces  FDA 
clearance  for  a new  drug  for  the  palliative 
treatment  of  advanced  breast  cancer  in 
postmenopausal  women.  It  is  an  antiestro- 
gen. The  trademarked  name  is  Novadex® 
(tamoxifen  citrate).  Nolvadex  offers  con- 

venient oral  therapy  and  avoids  or  minimizes 
many  of  the  serious  side  effects  often 
associated  with  breast  cancer  therapy.  Ex- 
perience with  it  in  Europe  has  amounted  to 
more  than  10,000  patient-years. 

* * * 

Merck  Sharp  and  Dohme,  after  10  years  of 
research  and  testing,  will  market  “Elspar” 
(.Asparaginase,  MSD),  an  agent  effective 
against  acute  lymphocytic  leukemia.  It  is 
used  only  in  combination  with  other  agents 
such  as  vincristine  and  prednisone.  Side 

effects  can  be  serious. 

* * * 

Searle  has  acquired  the  worldwide  market- 
ing rights  for  a new  drug  used  in  the 
treatment  of  two  forms  of  vaginal  infection. 
■A  new  antibiotic  called  Tricandil  (mepartri- 
cin)  is  administered  as  a vaginal  tablet  for 
treatment  of  vaginitis  caused  by  candia 
albicans  or  trichomonas. 

* * * 

Abbott  has  a new  drug,  Abbokinase,  a 
brand  of  urokinase,  useful  for  dissolving 
blood  clots  in  the  lungs  in  cases  of 
pulmonary  embolism.  Urokinase  is  produced 
in  the  kidney  and  excreted  in  the  urine. 
Abbott  research  has  found  a method  of 
producing  the  drug  in  much  larger  quantities 
from  kidney  cells  in  tissue  culture.  Abboki- 
nase is  administered  by  vein  over  a 12-hour 
period. 

* * * 

Abbott  Laboratories  has  received  approval 

from  the  FD.A  for  marketing  valproate 
(valproic  acid).  The  brand  name  will  be 
Depakene,  and  will  be  sold  in  capsule  and 
liquid  form.  Its  special  usefulness  appears  to 
be  in  the  treatment  of  patients  who  do  not 
respond  with  control  of  epileptic  seizures 

while  taking  the  drugs  currently  available. 
♦ * ♦ 

Schering  Laboratories  has  announced  Eul- 
vicin  P/G  250  mg.,  a new  one-tablet-a-day 

(Continued  on  Next  Page) 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  WamtDanoag  Trail  East  Providence 

Tel.  438-4275 


Your  Patient  Deserves  a Specialist 


RECOMMEND 


r ^ 


WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston, 

(401)  781-2166 


R.  U 


What’s  New 

(Conlinuccl  Irom  I’rcccding  I’age) 

Strength,  iiltra-microsi/ed  form  of  griseoful- 
vin,  antifungal  antibiotic.  The  preparation 
provides  therapeutic  efiectiveness  at  hall  the 
dosage  ol  microsized  griseofulvin.  1 he  new 
form  is  also  available  in  125  mg.  scored 
tablets. 

* * + 

Did  you  ever  notice  how  few  citizens  worry 
about  ear  discomfort  on  the  part  of  doctors 
who  do  a lot  of  stethoscoping?  The  public 
relations  department  of  the  3M  Company 
does.  They  have  announced  soft  eartips  for 
the  I.ittman  brand  stethoscope.  They  fit  better 
and  improve  acoustical  qualities. 

* 

Nuclear  Medical  Systems  has  announced  a 
diagnostic  test  kit  for  detection  of  the 
hormone  Estradiol Detection  of  this 
hormone  level  in  women  can  be  used  to 
evaluate  menstrual  and  ovarian  dysfunction, 
to  determine  ovulation  time,  and  to  detect 
ovarian  tumors.  The  kits  use  the  radioim- 
munoassay process. 


Corning  Glass  Works  Announces  a modi- 
fication of  the  Corning  Immo  F’hase  la 
radioimmunoassay  test,  which  makes  pos- 
sible cost-effective  screen  testing  for  neonatal 
thyroid  functions.  Corning  Medical  also 
offers  a test  kit  for  neonatal  diagnosis;  the  kit 
is  complete  within  itself. 


Statements  are  ahstracted  from  manufaetiirers’  news 
releases  and  are  not  necessarily  endorsed  by  the 
Rhode  Island  Medical  Journal  or  the  Rhode  Island 
Medical  Soeieiv.  Most  items  reprinted  eourtesy  of 
the  Indiana  Stale  Medical  Association. 


DO  YOU  HAVE  REAL  ESTATE 
FOR  SALE  OR  RENT? 

Are  You  Selling  Office 
Equipment  or  Furniture? 

Advertise  in  the  R.  I.  Medical  Journal 


MALPRACTICE 

QUESnONS 

Depend  on  Starkweather  & Shepley 
for  the  answers  eind  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & Shepleymc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 

155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 
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RURAL  ESTATES 

Ideal  for  Physicians 


SEEKONK,  MA 

(15  minutes  to  several  R.l.  hospitals) 


French  manor  house;  approximately  2600  square  feet  of  living  space;  separate 
barn  with  5-room  apartment;  corral  and  several  horse  stalls;  5'/2  acres;  tennis  court; 
$250,000. 


REHOBOTH,  MA 

i (20  minutes  to  several  R.l.  hospitals) 

\ 

i 

I 


1 
I 
I 

Contemporary  ranch;  2700  square  feet  of  living  space;  all  rooms  open  to  covered 
patio  and  swimming  pool  overlooking  tennis  courts;  horse  barn  with  7 box  stalls; 
corral;  15  acres  of  privacy;  $290,000. 

For  details  contact: 

T.  R.  LITTLE,  REALTOR 

V 

1058  FALL  RIVER  AVENUE  5EEKONK,  MA  02771 

1-617  336-7750 
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We  have  a 
specialty  too. 

Office 

interiors. 


We  plan  and  furnish  professional  offices  of  any  size,  from 
the  carpet  up.  Our  professional  interior  designers  work 
with  you  or  with  your  architect. 

Our  people  are  not  only  highly  talented,  they  are 
experienced. 

Furnishing  your  office  can  be  one  thing  you  don’t  have  to 
worry  about.  Just  call  us.  861-6010. 


ROITMAN  & SON,  INC. 

Fine  Furniture  and  Accessories 


161  South  Main  Street,  Providence.  Rhode  Island  02903 
Telephone  (401)  861-6010 


Open  Monday  and  Thursday  evenings  until  9. 
Convenient  terms  • Free  parking 
Delivery  arranged  beyond  local  area. 


Wherever  you  go, 
forget  your  telephone 
calls.  We  II  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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Supreme  Court  Acts 

See  Page  32 1 
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Surgicare 

Easier  for  you,  nicer  for  them. 


• Same-Day  Surgery  facilities  for  general  surgeons, 
gynecologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngoDgists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• General  anesthesia 

• Block  bookings 

• Modem,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  ambula- 
tory surgical  patient 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  for  Free  Standing 
Ambulatory  Surgical  Care 

Call  728-3800  for  more  infomiation  and  bookings. 

Blackstone  Valley  Surgicare,  Inc. 

333  School  Street 

Pawtucket,  Rlaode  Island 
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4 Messsge  From  The  Dean 


The  Early  Identification  Program  For  Providence  College 
And  University  Of  Rhode  Island  Students 


Some  years  ago  concerns  had  been  ex- 
j pressed  that  the  newly-formed  Brown  medi- 
I cal  school  was  not  sensitive  to  the  problems 
I which  Rhode  Island  men  and  women  were 
encountering  when  they  sought  admission  to 
accredited  United  States  colleges  of  medicine. 
We  have  recently  graduated  our  fourth  class 
of  physicians  this  past  June  and  we  are  about 
to  admit  our  eighth  class  of  medical  students 
this  forthcoming  September.  It  may  therefore 
be  of  some  value  at  this  juncture  to  review 
Brown’s  record  on  this  issue. 

These  eight  medical  school  classes  at 
Brown  represent  about  480  students  (ap- 
proximately 60  students  per  class)  of  whom 
143  are  Rhode  Islanders.  (An  applicant  is 
considered  a resident  of  the  State  of  Rhode 
I Island  on/v  if  a major  portion  of  the  appli- 
cant’s support,  prior  to  admission,  has  been 
■■  derived  from  income  or  property  subject  to 
< taxation  within  the  State  of  Rhode  Island). 

\ Of  the  243  who  have  already  been  granted  a 
; Brown  MD  degree  (the  first  four  graduating 
! classes),  53  were  Rhode  Islanders  (about  22 
per  cent).  In  the  succeeding  four  medical 
' school  classes  (ie,  those  currently  matriculat- 
ing at  Brown),  90  are  Rhode  Islanders  (about 
37  per  cent). 

Concerns  were  further  voiced  that  Brown 
was  not  accepting  Rhode  Islanders  who  had 
previously  attended  the  University  of  Rhode 
Island  or  Providence  College.  Some  five 
1 years  ago  Brown  had  initiated  an  Early 
i Identification  Program  (EIP)  whereby  gifted 
undergraduates  at  Providence  College  and 
the  University  of  Rhode  Island  were  selected 
by  a special  admissions  group  at  the 

1 
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completion  of  their  first  year  of  undergrad- 
uate studies  and  were  invited  to  seek  Early 
Decision  admission  to  the  Brown  Program  in 
Medicine.  Students  accepted  into  this  special 
program  continue  their  undergraduate  pre- 
medical education  at  their  own  schools  for  a 
period  of  four  years  or  until  such  time  as 
they  have  completed  the  requirements  for  a 
bachelor’s  degree.  EIP  students  who  have 
maintained  superior  academic  records,  have 
achieved  MCAT  scores  acceptable  to  the 
academic  affairs  committee  at  Brown,  and 
have  been  favorably  considered  by  inter- 
viewers will  then  be  recommended  for 
admission  to  the  Brown  medical  school.  This 
program  has  worked  surprisingly  well  and 
has  resulted  in  the  admission  to  date  of  13 
Rhode  Islanders  who  had  completed  their 
education  at  Providence  College  or  the 
University  of  Rhode  Island.  The  operation  of 
this  Early  Identification  Program,  however, 
has  not  precluded  admission  of  Rhode 


Rhode  Islanders  Admitted  to  Brown  Medical  School 

Year  Rhode  Islanders  who  had  graduated  from; 

^ear  Graduated  Other 

Admitted  (as  MD)  uri  P(  Schools  Total 

1971 

1975 

0 

1 

10 

1 1 

1972 

1976 

2 

1 

9 

12 

1973 

1977 

2 

0 

12 

14 

1974 

1978 

1 

0 

15 

16 

1975 

1979 

1 

2 

12 

15 

1976 

1980 

2 

3 

26 

31 

1977 

1981 

3 

4 

18 

25 

1978 

1982 

4 

3 

12 

19 

Totals; 

14 

14 

1 14 

143 
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Islanders  attending  either  Providence  College 
or  the  University  of  Rhode  Island  through 
conventional  channels.  As  of  this  date  we 
have  accepted  29  graduates  of  these  two 
schools,  13  of  whom  were  incorporated  in  the 
Early  Identification  Program  described 
above.  These  29  students  come  from  virtually 
every  part  of  the  state,  largely  from  the 
Providence,  Warwick,  Cranston,  Pawtucket, 
and  the  Blackstone  Valley  regions. 

The  academic  performance  of  these  stu- 
dents while  at  the  Brown  medical  school  has 
been  very  gratifying  and  unblemished.  Not  a 
single  one  of  these  29  students  has  been 
dropped  from  the  Brown  Program  in  Medi- 
cine or  was  required  to  repeat  an  academic 
year.  Their  performance  by  such  objective 
criteria  as  the  National  Board  of  Examiners 
tests  has  also  been  satisfactory. 

Of  the  53  Rhode  Islanders  who  have 
already  received  MD  degrees  from  Brown 
University  (MD  Classes  of  1975-78),  seven 
were  also  graduates  of  Providence  College  or 
the  University  of  Rhode  Island.  These  seven 
individuals  have  been  accepted  to  fine 


graduate  medical  education  programs  in- 
cluding Rhode  Island  Hospital,  Roger  Wil- 
liams General  Hospital,  Women  & Infants 
Hospital,  University  of  Southern  California 
Medical  Center,  University  of  California 
Hospital  (San  Diego),  New  Britain  General 
Hospital,  Albany  Medical  Center,  and  Henry 
Ford  Hospital  in  Detroit.  They  are  all 
prospering  well,  and  many  have  expressed  a 
desire  to  return  ultimately  to  Rhode  Island 
for  the  practice  of  medicine. 

Brown  strives  to  become  a national  school 
of  medicine  providing  the  best  in  medical 
education,  leadership  in  creative  biomedical 
research,  and  superior  skills  in  the  pursuit  of 
human  medicine.  Brown  nevertheless  recog- 
nizes its  home  in  Rhode  Island  and  is 
sensitive  to  the  substantial  number  of  gifted 
Rhode  Island  men  and  women  who  deserve 
the  opportunity  to  study  the  art  and  science 
of  medicine. 

Stanley  M.  Aronson,  MD 
Dean  of  Medicine 
Brown  University 


FOR  SALE 


PEACEFUL  AND  QUIET 

Southern  R.l.  — Gentlemen's  Farm  — West  Kingston.  Spacious  and  immaculate  8 
room  homestead  with  sunporch,  2 baths,  stone  fireplace.  7'/2  acres  of  gardens, 
pastures,  fields,  trees,  and  stonewalls.  Also  on  property  is  a year-round  4-room 
house  which  rents  for  $225  per  mo.  $150,000. 

MUNROE  REALTORS 

1000  Main  Street  Wakefield,  Rhode  Island 

401-789-3062 
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Fiske  Fund  Prize  Dissertation 

1978 


The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  for  the  Prize  Dissertation  of  1978: 


The  Effect  of  Modem  Therapeutics 
Upon  the  Quality  of  the 
Human  Gene  Pool 


For  the  best  dissertation  of  the  subject  worthy  of  a premium 
they  offer  three  prizes:  $500,  $300,  and  $200.  The  dissertation  will  be 
particularly  graded  on  the^basis  of  original  work  by  the  author.  The 
competition  is  not  restricted  to  physicians.  Each  competitor  for  the 
premium  is  expected  to  conform  with  the  following  regulations: 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
fifteenth  day  of  December,  1978,  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accompanying  it  a sealed 
envelope  hearing  the  same  motto  inscribed  on  the  outside  with  his 
name  and  address  withon.  The  author’s  name  should  appear  on 
the  title  page  of  the  manuscript. 

Previous  to  receiving  the  premium  awarded,  the  author  of  the 
successful  dissertation  must  transfer  to  the  Trustees  all  his  right, 
title  and  interest  in  and  to  the  same,  for  the  use,  benefit,  and 
advantage  of  the  Fiske  Fund. 


Dissertations,  other  than  the  successful  ones,  will  be  returned 
to  the  authors. 

The  dissertations  must  be  typewritten,  double  spaced  on 
standard  typewriter  paper  and  should  not  exceed  10,000  words. 


TRUSTEES,  CALEB  FISKE  FUND 
RHODE  ISLAND  MEDICAL  SOCIETY 


Secretary 

Miss  Judith  Zimmer 
106  Francis  Street 
Providence,  RI  02903 


Joseph  E.  Caruolo,  M.D. 
Charles  L.  Hill,  M.D. 
Peter  T.  Mathieu,  M.D. 


1 August,  1978 
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If  you  manage 


your  own  money, 
we  can  help  you 

bener. 


manage  bet 


It’s  fun  to  manage  your  own  investments,  but  if 
you’re  managing  a sizeable  portfolio  it’s  certainly  no 
hobby.  Sometimes  you  need  objective,  profes-  / 
sional  advice,  and  that’s  just  what  our  new 
InBank  Portfolio  Review  Service  will  give  you. 

First  you’ll  get  a complete  and  careful  analysis 
of  your  porif olio. 

Then  we’ll  help  you  decide  where  you  want 

to  go. 

Because  we’re  on  top  of  every  aspect 
of  the  investment  market,  we  can  give  you  fresh 
ideas.  Acquaint  you  with  the  tax  implications  of 
your  decisions.  And  help  you  make  the  invest- 
ments that  are  right  for  you. 

Since  we  don’t  make  commissions  by  buying 
or  selling  stocks,  you  can  count  on  our  objectivity. 

And  you’ll  be  dealing  with  a team  of  senior 
investment  advisors  that  Includes  some  of  the 
best  people  in  the  business,  so  you  can  bank  on 
our  professionalism.  The  InBank  Portfolio 
Review  Service.  It’s  one  small  investment  you 
can  really  profit  from.  Look  for  our  brochure  at  any 


InBank  office,  or  call  Mr.  Gerald  J.  Fogarty,  Jr.  at  278-6675. 


Portfolio  Review  Service. 

z INBRNK 

INCXJ8T|:«AL  NATON 


INCXJ8T|:«AL  NATONAL  BAAeC 


Al'CO 


Peripatetics 

President-Elect  of  the  National  Associa- 
; tion  of  Medical  Examiners,  WILUAM  Q. 
STURNER,  MD,  will  assume  the  presidency 
of  the  association  at  their  next  annual 

meeting,  which  will  be  hosted  by  Doctor 

Stumer  this  fall  in  Newport, 
i 

' * * * 

i ARTHUR  B.  KERN,  MD,  was  recently 
elected  Vice-President  of  the  New  England 
Dermatological  Society. 

* * * 

; Newly  elected  officers  of  the  District  I, 
Rhode  Island  Section  of  the  American 
: College  of  Obstetricians  and  Gynecologists 

are  J.  DOUGLAS  NISBET,  MD,  chairman 
and  ALVIN  G.  GENDREAU,  MD,  vice 
chairman. 

I * * * 

EDWARD  A.  lANNUCCILLI,  MD,  has 
! been  appointed  to  the  Rhode  Island  Formu- 
; lary  Commission,  the  first  physician  to  hold 
i membership  in  the  eleven-member  group. 

The  appointment  was  made  by  Governor  J. 

I Joseph  Garrahy. 

! 4:  * * 

The  American  Broncho-Esophagological 
Association  elected  MARY  D.  LEKAS,  MD, 
to  their  membership,  after  Dr.  Lekas  pre- 
j sented  five  published  articles  pertinent  to  the 
'1  field  of  Broncho-Esophagology. 

1 * * * 

D.  ROBERT  FOWLER,  MD,  has  re- 
ceived an  appointment  by  Governor  J. 
Joseph  Garrahy  to  the  State  Wide  Health 
Coordinating  Council. 

* * * 

Local  physicians  recently  named  Fellows 
of  the  American  College  of  Radiology  are 
JAMES  F.  BOYD,  JR,  DONALD  B. 
FLETCHER,  and  ALBERT  F.  ROCCO, 
MDs. 

* * 

^ _ SANFORD  C.  SPRARAGEN,  MD,  was 

recently  elected  to  the  Executive  Committee 
of  the  House  of  Delegates,  the  American 
; College  of  Nuclear  Physicians. 


SlJtJLCLf^ 


OFFICE  SUPPLV 
CO 


ATTRACTIVE  & FUNCTIONAL 
OFFICES 


By  BENf  CO.Division  of  National  Office  Supply  Co. 


Designers  & Suppliers  of  Offices 

Lease  Plans  Available 

36  Branch  Ave.,  Providence,  R.l.  02904 
(Branch  Ave.  Exit  Route  95)  401. 274  9000 


SPACE 
TO  LEASE 

1500  Sq.  Ft. 

(Will  Subdivide) 

First  Floor  — Parking 

Ideal  for  single  medical 
office  or  group 

Waterman  Street  (near  Wayland  Sq.) 

PLEASE  CONTACT 
861-4358 
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PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 

100  HIGHLAND  AVENUE  / PROVIDENCE,  R.l.  331-3996 


SERviNq  Greater  R.I. 

PROvidiiNq  DiAqNOsiic  X-RAy 
Services  to: 

* NuRsiNq  ANd  ConvaIescent  Homes 

* ShuT  Ins  Aivid  PrIvate  Home  PvtIents 

* Post  SuRq'icAl  PvtIents 

SAMEdAy  EXAMINATION  ANd  REpORlINq 
TeIeP^ONE  reports  iMMEdlATEly  wilEN  iNdICATEd  OR  REQUESTfid 


Hours:  MoNdAyT^RuFRldAy 
8A.M.T05PM. 
SATURdAy 

8 AM  TO  12  NOON 

Our  service  Is  certified  by  the  R.l. 
Department  of  Health.  Reimbursement 
is  provided  by  Medicare,  R.l.  Blue 
Shield  and  Medical  Assistance. 


Some,  A Se^uMce. 


dmetidine 


low  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
0 100  and  Single  Unit  Packages  of  100 
( itended  for  institutional  use  only). 

I;iection,  300  mg./2  ml.,  in  single-dose  vials 
packages  of  10. 

$K&F  LAB  CO. 

• SmithKIine  company 


THREE-IN-ONE 
THERAPY 
AGAINST  TOPICAL 


Neosporin 

Ointment 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Corynebacterium 

Streptococais 

Pneumococais 


(Polymyxin  B-Badtracin-Neomycin 


Bacitracin  Polymyxin 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogen 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
B enhances  spreading. 


Staphylococms 

Corynebacterium 

Streptococais 

Pneumococais 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Burroughs  Wellcome  C( 

Research  Triangle  Parf 
North  Clarolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin*' Ointment  (pol>Tnyxin  B-badtradn-neomydn). 


Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 


Each  gram  contains:  Aerosporin*  brand  Polymyxin  B 
Sulfate  5,000  units,  zinc  bacitracin  400  units;  neomycin 
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Patient  Exposure  During  Diagnostic  X-Ray 
Procedures  In  Rhode  Island:  A Report  On 
The  Rhode  Island  NEXT  Program  | 

!l 

I 

i 

study  Provides  A Basis  For  Efforts  To  ; 

Reduce  Patient  Exposure 


By  James  E.  Hickey 


prior  to  1970  the  federal  government  and 
the  states  participated  in  two  studies  to  assess 
indices  of  exposure  to  patients  during 
diagnostic  Xrray  procedures.  Known  as  the 
X-ray  Exposure  Studies  (XES),  these  proj- 
ects produced  useful  information  on  such 
topics  as  gonad  dose.  However,  the  XES 
effort  was  considered  inadequate  in  terms  of 
the  size  of  the  data  base,  the  types  of  data 
collected,  and  the  system  for  handling  the 
data.  As  a result,  a continuing  system  of 
much  larger  scope  was  designed  and  imple- 
mented by  the  Bureau  of  Radiological 
Health,  Food  and  Drug  Administration  and 
the  state  radiation  control  programs.  This 
system  was  given  the  name  NEXT,  which  is 
an  acronym  for  Nationwide  Evaluation  of  X- 
ray  Trends.  Forty-six  states,  several  foreign 
countries,  and  several  federal  agencies  cur- 
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rently  participate  in  the  NEXT  program 
providing  an  impressive  national  and  interna- 
tional data  base  for  the  system. 

The  Rhode  Island  Radiation  Control 
Agency  of  the  Department  of  Health  began 
its  participation  in  the  NEXT  program  in 
October  1975.  By  April  1977  one  hundred 
diagnostic  x-ray  facilities  in  Rhode  Island 
had  been  surveyed,  and  the  data  collected 
during  these  surveys  has  been  entered  on  the 
NEXT  master  file.  These  facilities  were 
selected  to  provide  a representative  sample 
for  Rhode  Island.  Statistical  indices  derived 
from  the  sample  can  be  used  to  estimate 
statewide  measures  of  patient  exposure, 
organ  dose,  and  other  criterion  measures  of 
patient  exposure  associated  with  x-ray  pro- 
cedures presently  included  in  the  NEXT 
system. 

An  individual  report  of  each  survey  was 
provided  to  each  participating  facility  after 
the  listings  had  been  properly  validated  and 
entered  on  the  NEXT  master  file. 

This  report  provides  selected  information 
based  upon  the  data  for  the  total  sample.  It  is 
not  the  purpose  of  this  report  to  draw 
conclusions  from  the  information  presented. 
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It  is  the  Agency’s  hope  that  the  report  will 
provide  a basis  for  discussion  of  problems 
and  priorities  in  our  efforts  to  reduce  patient 
exposures  from  diagnostic  x-ray  procedures. 

The  NEXT  Survey 

) 

; Each  NEXT  survey  consists  of  a visit  to  a 
i diagnostic  x-ray  facility  selected  at  random 
! from  among  facilities  conducting  projections 
j which  are  included  in  the  NEXT  system.  At 
i . the  facility  a standard  set  of  information  is 
<ij  collected  regarding  the  facility  in  general  and 
the  two  most  frequent  projections  conducted 
on  each  eligible  x-ray  machine  to  a maxi- 
mum  of  ten  machines.  Measurements  repre- 
f i sentative  of  the  technique  in  use  for  a patient 
i!  of  average  anatomic  dimensions  are  per- 
formed  on  each  x-ray  machine  for  the  two 
;j,  projections.  All  of  this  information  is  entered 
o:  on  the  standard  NEXT  survey  form  which  is 
transmitted  to  the  NEXT  computer  center  in 
il  Rockville,  Maryland.  A proof  listing  of  data 
>[.  to  be  entered  on  the  master  file  is  returned  to 
t the  state  program  for  verification  prior  to 
|t|  entry  on  the  master  file. 

The  survey  procedures  and  survey  equip- 
n ment  are  designed  and  carefully  maintained 
►1  to  minimize  surveyor  bias  and  measurement 
;;i  error  so  that  valid  reproducible  data  are 
c obtained  from  each  verified  survey  entered 
it  on  the  NEXT  file.  The  surveyor  attempts  to 
i insure  that  operator  and  equipment  variables 
I are  representative  of  routine  practice  at  the 
i facility.  This  is  sometimes  difficult,  how'ever, 
'1  and  it  is  correct  to  assume  that  the  data 
r reflect  “best”  practice  at  the  facility  rather 
I:  than  routine  practice  in  most  instances. 

The  Sample 

A sample  was  chosen  for  this  initial  study 
r in  Rhode  Island  according  to  the  established 
y NEXT  sampling  procedure.  Four  categories 
( of  diagnostic  x-ray  facilities  were  defined  as 
) follows:  hospitals,  private  medical  facilities, 
( private  dental  facilities,  and  other  facilities. 

All  facilities  in  the  state  as  of  March  1975 
(j  provided  the  population  for  sampling.  A 
Ij  definite  number  of  facilities  from  each 
' category  was  randomly  chosen  to  compose 
the  sample.  The  final  sample  consisted  of  15 
i hospitals,  35  private  medical  facilities,  30 
private  dental  facilities,  and  20  other  facili- 
1 ties.  Data  submitted  for  entry  on  the  master 
' file  are  identified  by  code  number  to 


maintain  confidentiality.  The  actual  facility 
identification,  as  well  as  individual  names, 
are  known  only  to  the  State  Radiation 
Control  Agency. 

Information  Outputs  of  the  NEXT  System 

The  NEXT  System  has  been  designed  to  be 
flexible  in  terms  of  the  data  which  can  be 
accepted  and  the  outputs  which  can  be 
obtained.  As  needs  and  interests  change, 
various  parameters  and  indices  are  added  or 
deleted  from  the  System.  A few  outputs  are 
provided  routinely  by  NEXT.  Many  others 
are  available  upon  request.  The  basic  outputs 
include:  1)  A complete  proof  listing  for  each 
survey  providing  all  data  entered  on  the 
Master  File;  2)  Mean  Indices  by  Projection 
for  the  state  and  for  all  states  for  several 
criterion  measures  of  exposure  and  dose;  3) 
Median  Indices  by  projection  for  the  state 
and  for  all  states  for  several  criterion 
measures  of  patient  exposure  and  dose;  4) 
Summary  lists  of  data  by  projection  for 
surveys  performed  during  defined  time  pe- 
riods. Outputs  by  state  are  available  only  to 
the  State  Program  involved. 

Criterion  Measures  of  the  NEXT  System 

Entrance  Skin  Exposure.  A major  cri- 
terion measure  estimated  by  the  NEXT 
System  is  Entrance  Skin  Exposure  (ESE). 
Figure  1 gives  a summary  of  this  measure  for 
the  state  sample  by  projection.  In  reviewing 
this  and  other  information  it  is  important  to 
keep  in  mind  that  only  the  two  most  frequent 
projections  conducted  on  each  unit  are 
included  in  the  data.  Therefore,  the  indices 
for  some  of  the  less  frequent  projections  are 
likely  skewed  towards  dedicated  equipment 
or  specialty  practices.  For  example,  the  data 
on  Retrograde  Pyelogram  includes  mostly 
private  urology  practices.  This  occurred 
because  the  procedure  was  invariably  not 
among  the  two  most  frequent  projections  for 
hospital  and  private  radiology  equipment.  In 
this  sense  the  data  may  not  provide  a good 
estimate  of  the  mean  and  median  indices  for 
certain  projections.  The  Agency  in  future 
NEXT  studies  intends  to  focus  on  individual 
procedures  to  obtain  better  data  for  the  less 
frequent  procedures. 

Information  for  all  states  data  have  been 
included  in  Figure  1 where  there  is  a 
substantial  difference  from  Rhode  Island 
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FIGURK  1 

SKIN  KNTRANCK  EXPOSURES  BY  PRO.IEC  TION 
(Milliroenlgen) 

#()f  Units  Weighted*  Weighted*  .Minimum 

Maximum 

I’rojcclion 

Surveyed 

Mean 

Median 

Recorded 

Recorded 

Retrograde  R.l 

8 

1350 

924 

485 

4808 

I’velogram  — All  States. 

(A/P) 

lumbar 

243 

747 

528 

83 

4808 

Saeral  Spine  

(A/P) 

Abdomen  (KUB) 

38 

747 

635 

445 

1549 

(A/P)  

54 

633 

489 

99 

4852 

Feet(i:>/P)  R.l 

15 

619 

220 

49 

1377 

All  States . . 
Ihoracic  Spine 

184 

319 

155 

1 

2435 

(A/P)  

Dental 

3 

517 

474 

474 

787 

(B.W,  Post)  

Dental 

47 

373 

308 

156 

1675 

(periapical)  

Skull 

40 

321 

258 

123 

1675 

(l.ateral)  

Cervical  Spine 

29 

314 

218 

67 

800 

(A/P)  

15 

179 

153 

1 10 

491 

Chest  (P/ A)  

♦Values  are  weighted  by 

107 

the  workload 

23 

assigned  to  each  unit. 

15 

8 

652 

No.  of 

FIGURE  2 

SURFACE  EXPOSURE  INTEGRAL 
(Roentgens  x Square  Centimeters) 

Weighted*  Weighted* 

Minimum 

Maximum 

Projection 

Surveys 

Mean 

Median 

Recorded 

Recorded 

Retrograde—  R.l 

8 

1322 

893 

327 

5654 

Pyelogram — All  States 

243 

637 

441 

23 

5654 

(A/P) 

Feet  (D/ P)—  R.l 

15 

607 

163 

44 

1624 

All  States . . 

184 

228 

85 

2 

2535 

Abdomen  (KUB)  

54 

577 

452 

82 

5655 

l.umbar  — 

Sacral  Spine  

38 

468 

403 

108 

1473 

(A/P) 

Cervical  Spine  (A/P)  .. 

15 

241 

63 

28 

2310 

Skull  (Lateral) 

29 

183 

139 

40 

575 

Thoracic  Spine  (A  / P)  . . 

3 

161 

117 

117 

374 

Chest  (P/  A) 

107 

31 

17 

8 

652 

Dental  (B.W.  Post)  .... 

47 

13 

1 1 

5 

49 

Dental  (Periapical)  .... 

40 

11 

10 

1 

266 

*Values  are  weighted  for  workload  assigned  to  each  unit 
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data.  Rhode  Island  recorded  the  maximum 
values  on  file  during*  the' period  for  two 
projections  — Retrograde  Pyelogram  and 
Abdominal  (KUB). 

Surface  Exposure  Integral.  Another  cri- 
terion measure  utilized  by  the  NEXT  System 
is  the  Surface  Exposure  Integral  (SEI).  This 
measure  combines  the  ESE  in  roentgens  and 
the  total  area  of  the  body  exposed  in  square 
centimeters.  Thus,  it  reflects  a balancing  of 
these  two  important  factors  associated  with 
the  risk  of  biological  effects  from  ionizing 
radiation.  Figure  2 provides  a summary  of 
this  measure  by  projection. 

Since  two  competing  factors  are  incorpo- 
rated in  this  measure,  it  is  not  possible  on  the 
basis  of  this  measure  alone  to  determine 
whether  the  values  reflect  a dominance  of 
one  factor  or  indicate  that  there  are 


comparable  contributions  from  both  factors. 
However,  the  measure  does  provide  a useful 
comparison  of  different  projections  for  body 
surface  exposure. 

Organ  Doses.  Figure  3 provides  a sum- 
mary of  the  organ  dose  indices  determined 
during  the  study.  If  a value  does  not  appear 
for  a particular  projection,  the  value  was 
estimated  to  be  less  than  0.5  mrad.  As 
expected,  organs  which  are  in  or  near  the 
primary  beam  for  the  various  projections 
incur  the  higher  doses.  There  are  indications 
from  other  data  that  these  values  can  be 
significantly  reduced  by  lowering  ESE  and 
improving  collimation.  Of  special  interest  are 
the  relatively  high  thyroid  doses  incurred 
during  cervical  spine  and  skull  projections. 

Collimation  versus  Operator  Qualifica- 
tions. Good  practice  dictates  that  the  pri- 


FIGI  RE  3 


ORGAN  DOSES 
(MRAD) 


Projection 

# Surveys 

Weighted* 

Mean 

Weighted* 

Median 

Minimum 

Recorded 

Maximum 

Recorded 

Retrograde  Pyelogram 

8 

OVARIAN 

228 

242 

115 

371 

Lumbar  Sacral  Spine  . . 

38 

158 

118 

29 

516 

(A  P) 

Abdomen  (KUB)  (A/P) 

54 

144 

135 

19 

474 

Lumbar  Sacral  Spine  . . 

38 

TESTICULAR 

36  8 

510 

(A  P) 

Retrograde  Pyelogram 

8 

18 

18 

6 

54 

(A  P) 

Abdomen  (KUB)  (A  P) 

54 

13 

8 

1 

48 

Retrograde  Pyelogram 

8 

RED  BONE  MARROW 

37  44 

15 

60 

(A  P) 

Abdomen  (KUB)  (A/P) 

54 

24 

20 

3 

80 

Lumbar  Sacral  Spine  . . 

38 

24 

19 

6 

92 

(A/P) 

Skull  (A  P)  

29 

9 

9 

2 

33 

Thoracic  Spine  (A/P)  . . 

3 

9 

7 

7 

21 

Cervical  Spine  (A/P)  .. 

15 

3 

2 

1 

13 

Chest  (P/A)  

107 

2 

1 

— 

1 1 

Cervical  Spine  (A  P)  . . 

15 

THYROID 

119 

112 

73 

295 

Skull  (Lateral)  

29 

72 

51 

4 

246 

Thoracic  Spine  (A/P)  . 

3 

24 

14 

14 

69 

Chest  (A/P)  

107 

1 

- 

— 

5 

’Values  are  weighted  for 

workload  assigned  to  each  unit. 
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1 ic;fre  4 

( ()l  eimation  by  operator  ( ategories 

column  1 

column  2 

Column  3 

C olumn  4 

I’ercentage  of 

Percentage  of 

Percentage  of 

Percentage  of 

Column  1 with 

Well  C ollimated 

*Poorly  collimated 

I’rojeclion 

Workload 

*Poor  C ollimation 

V\  orkload 

W'orkload 

C best 

lotal  

100 

33 

100 

100 

PRAC'  

2 

81 

1 

5 

arri  

84 

29 

90 

75 

NONE,  

14 

47 

9 

20 

Skulls 

lotal  

100 

53 

100 

100 

PRAC  

<1 

0 

0 

0 

ARRI  

89 

50 

95 

84 

NONE  

11 

78 

5 

16 

Abd.  & Retro. 

Total  

100 

43 

100 

100 

PRAC  

3 

50 

3 

3 

ARRT  

86 

47 

81 

94 

NONE  

11 

9 

16 

3 

Spines  (All) 

Total 

100 

14 

100 

100 

PRAC  

1 

0 

0 

0 

CHIRO  

4 

44 

3 

12 

ARRT  

91 

13 

92 

84 

NONE  

4 

13 

5 

4 

All  Projections 

Total 

100 

34 

100 

100 

PRAC  

2 

64 

1 

4 

CHIRO  

<1 

44 

1 

1 

ARRT  

86 

32 

89 

82 

NONE  

12 

39 

9 

13 

*BA/ FA^  1 . 10  considered  to  be  poorly  collinated. 

FIGURE  5 

E.S.E.  vs. 

OPERATOR  QUALIFICATIONS 

FOR  DENTAL  INTRAORAE  PROJECTION 

Column  1 

column  2 

Column  3 

Column  4 

Operator 

% Workload 

% Workload 

% of  High  E.S.E. 

% of  Acceptable 

Quiaifications 

By  Category 

With  High  E.S.E.* 

Worlkload 

Workload 

Total 

100 

46 

100 

100 

PRACT  

67 

33 

49 

83 

EDH  

3 

100 

6 

0 

CDA 

11 

100 

24 

0 

NONE  

19 

52 

21 

17 

*E.S.E.  Greater  Than 

Maximum  Acceptable  Exposure  from  D.E.N.T. 

For 
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mary  x-ray  beam  be  carefully  restricted  to 
the  area  of  clinical  interest  to  avoid  unneces- 
sary exposure  to  other  areas  of  the  body. 
This  procedure  is  known  as  collimation  and 
is,  except  for  dental  intraoral  projections, 
greatly  dependent  upon  the  care  exercised  by 
the  operator  in  adjusting  the  equipment.  As 
such,  a measure  of  collimation  effectiveness 
is  an  important  indicator  of  operator  per- 
formance relating  to  radiation  protection. 

The  criterion  measure  provided  by  the 
NEXT  system  as  an  indicator  of  collimation 
is  the  ratio  of  the  Beam  Area  to  the  Film 
Area  (BA/ FA).  A ratio  of  one  or  less 
indicates  restriction  of  the  beam  to  the  image 
receptor  in  use.  For  the  purpose  of  deciding 
the  acceptability  of  collimation  on  individual 
surveys,  the  Agency  has  extended  the  upper 
limit  for  proper  collimation  to  a BA/ FA 
ratio  of  1.10.  This  allows  for  slight  measure- 
ment error  and  minor  maladjustment  of 
equipment.  It  should  be  noted  that,  although 
this  criterion  measure  is  used  for  conveni- 
ence, it  is  often  possible  for  the  operator  to 
restrict  the  beam  to  an  area  much  less  than 
the  film  area. 

Figure  4 provides  a summary  of  informa- 
tion on  collimation  and  operator  categories 
which  was  derived  by  applying  the  1.10  limit 
for  BA/ FA  to  the  NEXT  data.  The  figure 
expresses  the  successfulness  of  various 
groups  of  operators  in  applying  proper 
collimation  technique  in  the  form  of  percen- 
tage values.  Column  1 gives  percentage 
workload  figures  , or  the  various  groups  as  a 
basis  for  comparison  of  the  overall  impact  of 
their  practices.  Column  2 must  be  read  as 
percentages  of  poor  collimation  within  the 
group  itself.  For  example.  Column  1 indi- 
cates that  2 per  cent  of  chests  (P/A)  are 
performed  by  practitioners,  and  Column  2 
indicates  that  81  per  cent  of  these  are 
improperly  collimated.  Column  3 gives  a 
measure  of  the  contribution  of  each  group  to 
the  procedures  being  conducted  with  proper 
collimations.  For  example,  one  per  cent  of  all 
well-collimated  chests  (P/A)  are  conducted 
by  practitioners.  Column  4 presents  the 
corollary  values  for  poorly  collimated  beams. 
For  example,  5 per  cent  of  all  poorly 
collimated  chests  are  conducted  by  practi- 
tioners. 

Aside  from  the  interesting  comparisons 
which  indicate  that  collimation  can  be  greatly 


improved  in  almost  every  instance,  the  major 
finding  in  Figure  4 is  the  dominance  of 
Registered  Radiologic  Technologists  (RRT) 
in  every  category.  The  estimates  indicate  that 
these  technologists  account  for  89  per  cent  of 
well-collimated  beams  and  82  per  cent  of 
poorly  collimated  beams.  The  analysis  indi- 
cates that  one-third  of  these  projections  are 
performed  with  inadequate  collimation. 

Dental  Exposures  versus  Operator  Qualifi- 
cations. Criteria  of  acceptable  Entrance 
Skin  Exposure  are  presently  available  for 
dental  bitewing  and  periapical  projections. 
These  criteria  are  variable  according  to  the 
kVp  used  for  the  exposure.  Those  interested 
in  the  details  of  dental  ESE  criteria  should 
contact  the  Rhode  Island  Radiation  Control 
Agency  for  further  information.  Such  criteria 
are  not  yet  available  for  other  projections. 

These  criteria  were  applied  to  the  dental 
ESEs  of  the  sample,  and  Figure  5 was 
prepared  to  express  the  results.  Column  1 
gives  the  percentage  of  dental  workload 
attributable  to  each  of  four  operator  cate- 
gories. Column  2 gives  the  percentage  of  the 
Column  1 workload  conducted  with  an 
unacceptably  high  ESE.  Column  3 gives  the 
percentage  of  contribution  of  each  group  to 
the  projections  being  conducted  with  accept- 
able ESEs.  Column  4 gives  the  percentage 
contribution  of  each  group  to  the  projection 
being  conducted  with  unacceptably  high 
ESEs.  This  figure  indicates  the  predominance 
of  practitioners  as  operators  of  dental 
machines.  This  figure  also  reflects  a poor 
compliance  with  exposure  guidelines,  which 
is  somewhat  disappointing  in  view  of  the 
extensive  efforts  of  the  Agency  during  recent 
years  to  gain  voluntary  compliance  with 
these  guidelines.  The  poor  performance  of 
Licensed  Dental  Hygienists  and  Certified 
Dental  Assistants  may  not  be  an  accurate 
estimate  due  to  the  small  number  represented 
in  this  sample.  However,  these  results  do 
point  to  need  for  further  efforts  to  encourage 
exposure  reduction  and  to  integrate  exposure 
reduction  practices  into  training  programs 
for  dental  personnel. 

Summary 

This  report  provides  information  relating 
to  the  patient  exposures  and  doses  received 
during  diagnostic  x-ray  procedures  in  Rhode 
Island.  The  information  presented  is  based 
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upon  data  collected  during  the  state’s 
participation  in  the  Nationwide  Evaluation 
of  X-ray  Trends  program.  Similar  studies  are 
planned  at  appropriated  intervals  in  the 
future  to  follow  trends  in  practice  and 
exposures  related  to  diagnostic  x-ray.  In  the 
interim,  NEXT  activities  will  focus  on 
specific  projections  and  types  of  facilities 
better  to  assess  the  indices  of  exposure 
related  to  these.  Such  projects  are  presently 
underway  in  the  areas  of  podiatric,  mammo- 
graphic,  and  cephalometric  procedures.  Fu- 
ture studies  are  planned  for  spinal  projec- 
tions and  abdominal  procedures. 
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The  Extensor  Tendon  Injuries  And  The 
Treatment 


Extensor  Tendon  injuries  Have  A Good 
Prognosis  With  Appropriate  Management 


By  Harilaos  T.  Sakellarides,  MD 

linjuries  of  the  extensor  tendons  of  the 
fingers  are  common  due  to  their  superficial 
location.  Repair  of  extensor  tendons  in 
general  has  a better  prognosis  than  that  of 
flexors  since  there  is  no  fibro-osseous  tunnel 
to  encourage  the  formation  of  adhesions. 

Extensor  tendon  injuries  may  be  divided 
into  two  groups,  closed  and  open. 

I.  Closed  Injuries 
I A.  Rupture  of  the  tendon  over  the  distal  joint 
(Mallet  or  baseball  finger) 

! Rupture  of  an  extensor  tendon  over  the 
i distal  joint  of  the  finger  is  a common  injury. 

' It  may  occur  from  a minor  trauma  and  is  just 
j as  liable  to  occur  in  a machine  shop  or  on  a 
i playing  field  as  in  the  home.  Rupture  of  the 
I tendon  from  the  distal  phalanx  results  from  a 
i stabbing  motion  of  the  finger,  producing  a 
i sudden  flexion  of  the  terminal  joint  while  the 
I finger  is  actively  extended.  As  a rule  only  one 
i finger  is  affected  in  this  situation.  The 
patient’s  attention  is  instantly  concentrated 
on  the  posterior  aspect  of  the  distal  joint,  and 
! the  chief  complaint  is  local  pain.  Active 
! 

! HARILAOS  T.  SAKELLARIDES,  MD, 
(j  Assistant  Clinical  Professor,  Boston  Univer- 
sity  School  of  Medicine,  Boston,  Massachu- 
setts 


extension  of  the  distal  joint  of  the  finger  is 
not  possible,  with  a resulting  mallet  finger 
deformity.  This  injury  could  either  be  an 
avulsion  of  the  tendon  from  the  base  of  the 
distal  phalanx  or  avulsion  of  a fragment  of 
bone  with  the  tendon  attachment  from  the 
base  of  the  distal  phalanx. 

Early  Cases.  If  the  patient  is  seen  early, 
within  the  first  three  to  four  weeks  from  the 
day  of  the  injury  and  x-ray  examination 
reveals  no  avulsion  of  a large  fragment  of 
bone  from  the  base  of  the  phalanx,  the 
proper  treatment  is  immobilization  of  the 
distal  joint  in  slight  hyper-extension.  Immo- 
bilization of  the  distal  joint  for  approximate- 
ly six  weeks  can  be  accomplished  by  external 
or  internal  splinting.  External  splinting  with 
splint  or  plaster  cast  has  to  be  changed  at 
very  frequent  intervals.  Since  the  splints 
usually  become  loose,  this  is  not  in  my 
opinion  a very  reliable  method  of  treating 
mallet  fingers.  While  I have  seen  a number  of 
mallet  fingers  treated  by  this  method  and 
have  tried  it  myself  on  many  occasions,  the 
results  have  been  disappointing.  An  alternate 
form  of  treatment  by  internal  splinting 
consists  of  insertion  of  a thin  Kirschner  wire 
from  the  tip  of  the  finger  through  the  middle 
phalanx,  holding  the  distal  joint  in  5 degrees 
of  hyperextension  (Figs  la  and  lb).  The 
finger  is  additionally  immobilized  in  a small 
aluminum  splint  that  extends  from  the  tip  of 
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Figure  lA:  This  patient  injured  the  little  finger  while 
playing  football  and  ruptured  the  extensor 
tendon  over  the  distal  joint.  Patient  was 
seen  three  weeks  following  injury.  A 
K-wire  was  inserted,  as  it  is  shown. 


Figure  IB:  The  fifth  finger  of  the  same  patient  is  illus- 
trated three  months  from  removal  of  K- 
wire;  full  active  extension  is  demonstrated. 


Figure  2 A:  This  photo  shows  the  ring  finger  of  a 25 
year  old  male,  eight  months  following  a 
baseball  injury.  A typical  mallet  finger  is 
seen. 


Figure  2B:  The  same  finger  is  illustrated  at  the  com- 
pletion of  the  open  repair;  pull-out  wire 
suture  and  K-wire  fur  immobilization. 


the  finger  to  the  base  of  the  middle  phalanx. 
Immobilization  is  maintained  for  approxi- 
mately six  weeks,  following  which  mobiliza- 
tion of  the  joint  is  initiated.  Since  vigorous 
active  flexion  of  the  distal  joint  should  be 
avoided,  partial  splinting  is  necessary  for 
another  two  to  three  weeks.  When  a large 
fragment  avulsed  from  the  base  of  the  distal 
phalanx  cannot  be  accurately  reduced  by 
manipulation  and  maintained  in  position  by 
keeping  the  distal  joint  extended,  open 
reduction  is  indicated.  The  fragment  is  placed 
in  anatomical  position  and  held  with  a pull- 
out wire  type  of  suture.  A Kirschner  wire  is 
used  for  an  internal  splint. 

Late  Cases.  If  the  patient  is  first  seen 
four  weeks  or  more  after  the  original  injury 
(Fig  2a)  and  the  disability  is  marked, 
particularly  if  the  index  or  middle  finger  is 
involved,  an  operation  may  improve  the 
situation,  although  there  may  be  some 
limitation  of  flexion.  The  operation  for  this 


type  of  injury  is  carried  out  through  a lazy-S 
type  of  incision.  The  extensor  tendon  is 
exposed,  scar  tissue  is  removed,  and  the 
tendon  is  reattached  to  the  base  of  the  distal 
phalanx  with  a pull-out  wire  suture.  The 
joint  is  held  in  slight  hypertension  with  a 
Kirschner  wire  (Fig  2b).  The  Kirschner  wire 
is  removed  after  six  weeks,  lollowing  which 
gradual  mobilization  of  the  finger  is  under- 
taken. 

B.  Rupture  at  the  proximal  joint 
(Boutonniere  Deformity) 

This  condition  also  involves  a sudden 
injury  to  the  finger  while  the  proximal  joint 
is  in  extension  and  can  result  in  rupture  of 
the  central  part  of  the  extensor  tendon.  In 
typical  deformity  the  proximal  joint  is  held  in  | 
Hexion  and  the  distal  joint  in  extension. 
Although  this  deformity  is  at  first  not  severe, 
the  lateral  bands  are  in  time  displaced  toward 
the  volar  aspect,  and  the  deformity  is 
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Figure  3A:  This  is  demonstrating  a Boutonniere  De- 
formity of  the  index  finger  of  one  year 
duration.  The  patient  complained  of  pain 
and  weakness. 


Figure  3B:  This  is  illustrating  the  type  of  repair  used 
to  reconstruct  the  exterior. 


accentuated.  Eventually  a marked  degree  of 
flexion  contracture  is  produced  at  the 
, proximal  joint  with  marked  hyperextension 
; of  the  distal  joint  (Fig  3a). 

Early  Cases.  If  the  patient  is  seen  soon 
I after  the  injury,  a splint  is  used  to  hold  the 
I involved  finger  in  extension  for  approxi- 
' mately  five  weeks,  but  splinting  is  often  not 
satisfactory  in  maintaining  full  extension  in 
the  proximal  joint.  Therefore,  it  has  been  the 
author’s  practice  to  insert  a No.  35  Kirschner 
wire  from  the  base  of  the  middle  phalanx 
into  the  proximal  phalanx.  This  holds  the 
proximal  joint  in  full  extension.  It  is  held 
; I thus  for  approximately  six  weeks.  The  wire  is 
I |!  then  removed,  and  active  exercises  begin. 

.)  ^ Late  Cases.  If  the  rupture  is  many  weeks 
old,  an  open  repair  is  required.  The  joint  is 
1||  approached  through  a dorsal  flap  incision. 
, \ I The  extensor  tendon  is  exposed,  scar  tissue  is 


removed,  and  the  tendon  is  sutured  to  the 
base  of  the  middle  phalanx  using  a No.  3-0 
Mersilene®  suture  (Fig  3b).  The  lateral  bands 
are  mobilized  dorsally,  and  sutured  to  the 
central  slip.  The  proximal  joint  is  then 
immobilized  in  extension  by  a fine  Kirschner 
wire  inserted  from  the  middle  phalanx  into 
the  proximal  phalanx,  This  is  removed 
approximately  six  weeks  later,  and  gentle 
mobilization  of  the  joint  is  initiated.  Partial 
immobilization  of  the  proximal  joint  in 
extension  with  an  aluminum  finger  splint  is 
maintained  for  an  additional  two  to  three 
weeks. 

C.  Rupture  of  the  Extensor  Pollicis  Longus 

With  this  injury  the  patient  feels  a 
snapping  sensation  over  the  dorsum  of  the 
thumb,  and  is  unable  to  extend  the  terminal 
joint.  Generally,  when  there  is  a spontaneous 
rupture  of  the  extensor  pollicis  longus,  the 
tendon  has  attritional  changes  from  friction 
against  the  bones  over  the  dorsum  of  the 
wrist,  usually  at  Lister’s  tubercle. 

Old  healed  fractures  of  the  lower  end  of 
the  radius  may  at  times  cause  rupture  of  the 
tendon  by  rubbing  against  the  bony  callus.  If 
the  patient  is  seen  shortly  after  the  injury, 
that  is  within  the  first  week  or  ten  days, 
repair  of  the  tendon  may  be  attempted, 
provided  the  tendon  appears  to  be  in  good 
condition.  Usually  the  tendon  is  attenuated 
and  degenerated,  requiring  a tendon  transfer. 
The  extensor  proprius  tendon  of  the  index 
finger  is  divided  at  the  base  of  the  proximal 
phalanx,  rerouted,  and  sutured  to  the 
peripheral  portion  of  the  extensor  pollicis 
longus.  When  the  injury  is  old,  tendon 
transfer  is  the  method  of  choice.  Following 
operation,  the  thumb  is  immobilized  in 
extension  for  approximately  five  weeks,  after 
which  gentle  mobilization  of  the  joints  is 
begun,  while  the  thumb  is  still  protected  from 
excessive  flexion  by  a splint  for  an  additional 
two  to  three  weeks. 

II.  Open  Injuries 

Open  injuries  or  lacerations  of  the  extensor 
tendons  are  considered  in  four  sections 
according  to  the  anatomic  site  of  trauma. 
Very  often,  although  the  laceration  of  the  skin 
may  seem  minimal,  the  deep  structures  are 
more  extensively  involved. 
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A.  Mallet  Finger  (Injury  over  the  distal  joint 
or  the  middle  phalanx) 

This  portion  of  the  finger  is  very  likely  to 
be  cut  with  such  an  injury.  I'he  patient  has 
no  doubt  that  a tendon  has  been  divided, 
because  the  distal  joint,  although  free  of 
pain,  cannot  be  extended.  The  involved 
finger  has  the  typical  deformity  of  a “mallet” 
finger  with  the  distal  phalanx  in  flexion.  The 
treatment  of  this  injury  begins  with  careful 
debridement  of  the  skin  edges  and  cleansing 
of  the  wound  with  saline.  The  tendon  is  then 
repaired  with  interrupted  sutures  of  4-0  and 
5-0  Mersilene®  sutures.  The  finger  is  immobi- 
lized with  an  aluminum  splint  for  approxi- 
mately five  weeks  with  the  distal  joint  in 
extension.  If  the  tendon  suture  is  under  even 
slight  tension,  a fine  Kirschner  wire  should 
be  inserted  from  the  tip  of  the  finger  into  the 
middle  phalanx,  holding  the  distal  joint  in 
extension.  When  the  patient  is  seen  several 
days  or  weeks  after  injury,  a secondary  repair 
of  the  tendon  should  be  performed  as  soon  as 
possible.  The  scar  tissue  is  excised,  and  the 
tendon  end  mobilized  and  sutured  to  the 
distal  end.  If  the  laceration  is  close  to  the 
base  of  the  distal  phalanx,  the  tendon  is 
sutured  to  the  base  of  the  distal  phalanx  with 
a pull-out  wire  suture. 

B.  Boutonniere  Deformity 
(Injury  at  the  proximal  joint) 

The  extensor  tendon  divides  into  three 
bands  over  the  proximal  phalanx.  It  is  the 
central  portion  that  is  usually  lacerated 
following  an  open  injury  over  the  proximal 
joint.  Active  extension  is  lost,  and  the  joint 
may  become  irritable.  The  joint  is  swollen  in 
a fusiform  manner  by  capsular  and  periarti- 
cular thickening.  A joint  so  affected  may  be 
troublesome  for  a long  time  and  may  never 
recover  fully.  The  deformity  has  a character- 
istic appearance  with  flexion  at  the  proximal 
joint  and  extension  at  the  distal  joint. 

Early  Cases.  The  treatment  of  a freshly 
incised  wound  over  the  proximal  joint 
consists  of  suturing  the  capsule  and  the 
tendon  with  No.  4 Mersilene®  sutures.  The 
proximal  phalangeal  joint  is  held  in  exten- 
sion with  a Kirschner  wire,  which  is  removed 
approximately  five  to  six  weeks  later.  If  the 
injury  is  old  and  the  patient  disabled,  which 
is  usually  the  case,  reconstruction  of  the 
extensor  tendon  should  be  carried  out.  Scar 
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tissue  is  removed,  and  the  tendon  is  inserted 
into  the  base  of  the  middle  phalanx. 

iMte  Cases.  If  the  injury  is  very  old,  that 
is  more  than  a year  or  two,  the  central  slip 
will  have  retracted  so  far  proximally  that  the 
tendon  end  cannot  be  brought  down  to  be 
sutured  to  the  base  of  the  middle  phalanx 
(Fig  4a).  In  this  situation,  if  passive  motion  is 
satisfactory,  a tendon  graft,  or  preferably  the 
radial  lateral  band,  is  passed  through  a drill 
hole  at  the  dorsum  of  the  base  of  the  middle 
phalanx  (Fig  4b).  This  bridges  the  gap 
between  the  proximal  portion  of  the  tendon 
and  the  base  of  the  middle  phalanx.  It  is  then 
sutured  to  the  central  slip.  As  previously 
described,  the  proximal  joint  is  held  in 
extension  with  a Kirschner  wire.  This  is 
removed  approximately  six  weeks  later.  If 
the  joint  has  poor  motion,  fusion  of  the  joint 
will  be  required. 

C.  Injuries  Over  the  Dorsum  of  the 

Metacarpophalangeal  Joint 

With  this  injury,  the  finger  is  held  in  flexion 
at  the  metacarpophalangeal  joint,  and  the 
patient  is  unable  to  extend  it.  If  the 
laceration  is  fresh,  an  end-to-end  anastomo- 
sis of  the  extensor  tendon  is  performed  using 
No.  4 Mersilene®  sutures.  Following  the 
repair  the  involved  finger  alone  is  immobi- 
lized with  the  metacarpophalangeal  joint  in 
neutral  position,  and  the  interphalangeal 
joints  in  slight  flexion. 

D.  Injuries  Over  the  Dorsum  of  the 

Hand  and  Wrist 

Injuries  that  occur  over  the  dorsal  surface 
of  the  hand  vary  from  simple  lacerations 
caused  by  knives  to  injuries  by  machinery 
which  involve  not  only  damage  to  the  skin, 
but  division  of  the  tendons  and  fractures  of 
metacarpals.  If  the  injuries  are  very  severe 
with  great  loss  of  skin  and  extensive  damage 
of  the  soft  tissues,  immediate  repair  of  the 
tendons  is  not  indicated.  On  such  occasions  it 
is  advisable  to  replace  the  skin  loss  by  skin 
grafting.  The  disability  that  results  from  an 
injury  to  the  extensor  tendons  over  this  area 
is  loss  of  extension  of  the  involved  fingers  at 
the  metacarpophalangeal  joints. 

If  the  lacerations  appear  to  be  favorable 
for  repair,  the  skin  should  be  cleaned,  the 
skin  edges  excised,  and  the  tendons  sutured. 
When  the  tendons  are  divided  at  the  level  of 
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Figure  4A:  This  is  a Boutonniere  Deformity  of  sixteen 
months  duration. 


Transverse 

fibers 


Lateral  bond  pulled 
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in  phalanx 


enfro!  shp  freed 
and  pulled  do&n 
to  cover  defect 


Figure  4B:  This  diagram  illustrates  the  use  of  the 
radial  lateral  band  passed  through  a drill 
hole  at  the  base  of  the  middle  phalanx. 


the  dorsum  of  the  wrist,  the  dorsal  retinacu- 
lum should  be  excised.  If  the  tendons  in  this 
area  are  sutured  without  the  retinaculum 
being  removed,  the  sutured  tendons  become 
adherent  to  the  underside  of  the  retinaculum 
and  severe  limitation  of  the  range  of  motion 
will  result.  In  cases  where  the  patient  is  seen 
within  a few  weeks  after  injury,  end-to-end 


repair  of  the  tendons  may  still  be  possible. 
However,  if  the  delay  is  greater  than  two 
weeks  (Fig  5a),  the  tendon  ends  retract  so  far 
that  it  is  impossible  to  bring  them  together. 
Therefore,  tendon  grafts  are  used  to  bridge 
the  defects  (Fig  5b  and  5c).  Usually  the 
palmaris  longus  is  used,  or  the  plantaris  if  the 
palmaris  is  absent.  After  repair  of  the 
tendons,  the  fingers  are  immobilized  for  five 
weeks.  They  are  held  in  neutral  position  at 
the  metacarpophalangeal  Joints  and  in  slight 
flexion  at  the  interphalangeal  joints.  Only  the 
involved  fingers  are  immobilized.  The  others 
are  left  free  to  be  exercised,  although  forcible 
exercises  of  even  the  uninvolved  fingers 
should  be  avoided.  The  fingers  may  be 
somewhat  stiff  for  some  weeks,  but  they 
regain  flexion  gradually  by  gentle  active 
exercises.  During  this  period,  the  fingers 
should  not  be  forcibly  flexed  because  the 
sutured  tendons  may  easily  rupture. 

Postoperative  Management 

For  all  injuries  of  the  extensor  tendons 
careful  postoperative  care  is  very  important. 
After  5 to  6 weeks  of  splinting,  partial 
immobolization  with  the  use  of  external 
splints,  should  continue.  The  patients  should 
be  taught  to  continue  the  type  of  gentle 
active  exercises  previously  carried  out.  These 
exercises  should  consist  of  gentle  Oexion  of 
the  involved  joint  or  joints.  The  motion 
should  be  gentle  so  as  not  to  rupture  or  exert 
too  much  traction  on  the  freshly  repaired 
tendon.  There  is  usually  a slight  drop  of  the 
phalanx  at  the  involved  joint  after  the  first 
week  of  the  exercises,  particularly  after  the 
repair  of  the  mallet  or  boutonniere  deform- 
ity. This  is  due  to  the  stretching  of  the  new 
fibrous  tissue  that  has  formed  at  the  site  of 
the  repair.  But  by  using  the  part-time 
aluminum  splint,  particularly  at  night,  this 
lag  eventually  disappears,  provided  the  splint 
is  used  faithfully.  The  splint  keeps  the 
involved  joint  in  a slight  degree  of  extension. 
Only  by  careful  and  supervised  follow-up 
can  one  expect  to  have  the  best  functional 
results  possible. 


Summary 

The  treatment  of  acute  closed  injuries  of 
the  extensor  tendons  over  the  proximal  and 
distal  joints  consists  of  accurate  immobiliza- 
tion of  the  involved  joints  with  splints  or 
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Figure  5A:  This  photo  shows  the  hand  of  a 22  year 
old  male  who  lacerated  the  dorsum  of  the 
wrist  with  a knife  three  months  previously. 
The  extensors  of  the  middle,  ring  and  little 
fingers  were  divided. 

preferably  fine  Kirschner  wires.  Open  injuries 
of  the  extensor  tendons  should  be  repaired 
primarily  using  nonabsorbable  sutures,  (Su- 
pramid®)  with  the  insertion  of  the  Kirschner 
wires  for  temporary  immobilization.  If  the 
injuries  are  seen  late,  reconstruction  of  the 
extensor  tendons  by  removal  of  the  scar 
tissue  is  recommended.  Lacerations  of  the 
extensors  over  the  hand  and  wrist  should  be 
repaired  primarily.  If  the  injury  is  several 
weeks  old,  tendon  grafts  are  inserted  to 
bridge  the  gaps.  Postoperative  care  is  of  great 
importance. 
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Figure  5C:  The  same  patient's  hand  one  year  follow- 
ing the  repair  with  tendon  grafts.  Full 
active  extension  is  demonstrated. 
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The  Limulus  Amebocyte  Lysate  Test: 
Present  And  Future  Application 


I Test  Provides  A Means  Of  Detecting  And 
' Assaying  Gram-Negative  Endotoxin  In  A Va- 
I riety  Of  Settings 


I 

j By  Frederick  C.  Pearson,  PhD 

I 

1 

j 

I The  limulus  amebocyte  lysate  test  is  the 
most  sensitive  assay  for  bacterial  endotoxins 
and  routinely  detects  picogram  amounts  in 
solution.  Bacterial  endotoxins  are  lipopoly- 
i saccharides  associated  with  the  outer  mem- 
I brane  of  gram-negative  bacteria.  These 
■ endotoxins  are  also  known  as  pyrogens, 
li  Since  gram-negative  bacteria  shed  significant 
* amounts  of  these  substances  into  their 

I environment,  a positive  limulus  test  serves  as 
i;  an  index  to  gram-negative  bacterial  con- 

lamination.  Samples  not  revealing  positive 
bacteriological  culture  are  frequently  found 
i to  contain  endotoxins  when  assayed  with  the 
t limulus  test.  Therefore  the  procedure  has 
;i  been  widely  used  by  commercial  drug 

II  companies  for  in-line  quality  control  of 
II  parenteral  materials. 

' Although  the  detection  of  gram-negative 
n septicemia,  endotoxemia,  urinary  infections, 

; meningitis,  and  mastitis  is  now  possible  on 
an  experimental  basis,  the  limulus  amebocyte 
! lysate  assay  has  not  been  sanctioned  by  the 
I Food  and  Drug  Administration  for  routine 
diagnostic  use. 


I 

Frederick  c.  pearson,  PhD,  Asso- 

"\ciate  Professor  of  Biology,  Rhode  Island 
\College,  Providence,  Rhode  Island 


Limulus  lysate  is  extracted  from  ame- 
bocytes,  the  only  circulating  blood  cell  found 
in  the  horseshoe  crab,  Limulus  polyphemus. 
The  blue  blood  is  collected  in  endotoxin-free 
containers,  centrifuged,  washed,  and  lysed  to 
release  the  active  material  used  in  the 
limulus  assay.  Bang'  was  the  first  to  observe 
that,  when  horseshoe  crabs  were  injected 
with  inactivated  gram  negative  bacteria,  their 
blood  promptly  clotted.  Subsequently  he 
demonstrated  that  the  clotting  activity  did 
not  reside  in  the  cell-free  serum,  but  was 
associated  with  the  amebocytes.^ 

Endotoxin  Assay 

The  LAL  test  is  simple  to  perform,  rapid 
and  inexpensive.  The  standard  test  uses  0. 1 
ml  of  test  solution  which  is  mixed  with  0. 1 ml 
of  limulus  amebocyte  lysate  and  incubated  at 
37‘^C  for  one  hour.  The  test  is  conducted  in 
10  X 75  mm  pyrogen-free  test-tubes.  A firm 
clot  is  considered  a positive  test;  however,  the 
reaction  can  also  be  graded  from  0-4  against 
the  positive  control  tube.  No  change  in  the 
experimental  tube  relative  to  the  control  is 
negative  (0),  and  a firm  clot  which  does  not 
run  when  rotated  over  180"  is  recorded  as  +4. 
Other  reactions  (+  1-3)  are  graded  on  extent 
of  gelation,  degree  of  opacity,  number  of 
floccules,  and  the  degree  of  floccular  ad- 
herence to  the  sides  of  the  test-tube.  A 
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negative  control  should  also  be  used  employ- 
ing 0. 1 ml  of  pyrogen-free  water  and  0. 1 ml  of 
lysate. 

Currently  the  most  widely  used  endotoxin 
assay  employs  the  tube-test,  which  can  serve 
as  a qualitative  test  when  a single  sample, 
generally  undiluted,  is  tested  or  a quantita- 
tive assay  when  a number  of  sample  dilutions 
are  tested.  In  the  latter  case  one  must  know 
the  titer  of  the  LAI,  being  used  in  order  to 
determine  the  endotoxin  of  the  test  solution. 
If  the  endpoint  of  a certain  lot  of  lysate  were 
0.1  ng/ml  and  the  highest  dilution  of  the  test 
solution  which  gave  a positive  test  were 
1:100,  then  the  concentration  of  endotoxin  in 
the  sample  would  be  10  ng/ml  (0.1  X 100). 

Although  the  tube  test  is  capable  of 
detecting  picogram  amounts  of  endotoxin,  a 
spectrophotometric  determination  produces  a 
greater  degree  of  accuracy.  In  this  case  LAL 
must  be  diluted  sufficiently  so  that  gelation 
does  not  occur.  The  sample  and  LAL  are 
thoroughly  mixed  in  a 10  X 75  mm  pyrogen- 
free  test-tube,  incubated  at  37°C  for  1 hour, 
and  read  at  360  nm  in  a spectrophotometer. 
Since  the  standard  curve  for  endotoxin  will 
vary  with  each  batch  of  LAL,  serial  dilutions 
of  endotoxin  must  be  made  and  a standard 
curve  established  for  each  batch  of  lysateL 

A simple  slide  test  has  also  been  used  for 
the  detection  of  bacterial  endotoxin'’.  Equal 
amounts  of  sample  and  LAL  are  mixed  on  a 
pyrogen-free  slide  and  read  for  agglutination 
(clotting)  and  flocculation  relative  to  the 
control.  This  method  is  qualitative  and  has 
the  disadvantage  of  being  easily  contami- 
nated, unlike  the  gelation  and  spectro- 
photometric methods.  As  a result,  this 
method  has  not  become  widely  accepted. 

One  of  the  major  problems  with  the  LAL 
test  is  the  wide  range  of  lysate  sensitivity 
encountered  from  various  commercial  sour- 
ces as  well  as  individual  suppliers.  A recent 
study5  indicated  that  of  six  commercial 
preparations  tested  against  an  E coli  endo- 
toxin sensitivity  ranged  from  0.3  - 0.03  ng/ml 
and  the  quality  of  the  gelation  ranged  from 
good  to  poor.  Similar  results  were  found 
with  endotoxins  extracted  from  X typhosa  , X 
marcescens  and  5 flexneri.  However,  sensi- 
tivity to  Pseudomonas  spp  ranged  from  10 
ng/ml  endotoxin  (Difeo)  to  as  high  as  500 
ng/ml  (Associates  of  Cape  Cod).  Prices 
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ranged  from  $0.75  to  $3.10  per  test  when 
multitest  vials  were  used. 

Although  the  sensitivity  of  the  assay  is 
commonly  believed  to  be  effective  at  pH  6-8, 
other  data  indicate  that  the  optimal  pH  range 
is  6. 8-7. 5 and  some  suggest  that  highest 
sensitivity  resides  between  pH  6.9  and  7.2^. 
When  monitoring  solutions  which  are  strong- 
ly acid  or  basic,  they  should  be  adjusted  with 
an  appropriate  pyrogen-free  buffer.  In  most 
cases  this  is  not  necessary  in  body  fluids. 
Cerebrospinal  fluid  which  is  sanguinous  or 
contains  abnormally  high  levels  of  protein  or 
high  leukocyte  counts  can  inhibit  the  test. 
Turbid  cerebrospinal  fluid  should  be  centri- 
fuged prior  to  conducting  the  assays.  A 
number  of  substances  are  known  to  inhibit 
LAL  and  include  EDTA,  presumably  due  to 
its  ability  to  sequester  divalent  cations, 
heparin,  penicillin,  and  polymixin  ' ^9 

Work  in  our  laboratory  suggests  that  most 
antibiotics  screened  at  concentrations  ap- 
proaching therapeutic  blood  levels  do  not 
inhibit  the  limulus  assay,  but  preliminary 
results  indicate  that  some  tetracyclines  may 
enhance  sensitivity. 

A number  of  workers  have  been  concerned 
about  the  specificity  of  the  LAL  test  for 
endotoxins.  Researchers  addressing  them- 
selves to  the  question  of  specificity  include, 
Elin,  Wildfeuer.  and  Suzuki  among  others. 
They  have  found  the  limulus  assay  to  give 
positive  results  in  the  presence  of  poly- 
nucleotides, peptidoglycan,  and  synthetic 
dextran  derivatives*  respectively.  Although 
such  reports  are  found  in  the  literature  and 
endotoxin  contamination  seems  to  be  ruled 
out,  the  overwhelming  evidence  suggests 
that  the  LAL  assay  serves  as  a specific  test 
for  the  detection  of  endotoxin. 


Comparison  With  Rabbit  Test 


Several  studies  have  been  conducted  com- 
paring the  LAL  assay  with  the  USP  rabbit 
pyrogen  test  for  endotoxin  assay  (Cooper 
1971,  Eibert  1972  and  Tomasulo  1977).  Van 
Noordwijk  conducted  a similar  study  using 
the  rabbit  test  for  pyrogens  of  the  European 
Pharmacopoeia  (1976).  Using  tritiated  endo- 
toxins, Tomasulo^  demonstrated  significant 
correlation  between  the  limulus  lysate  assay, 
fever  production  in  rabbits,  and  activation  of 
the  third  component  of  complement,  which 
leads  him  to  believe  that  the  same  active  site 
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of  the  endotoxin  molecule  is  identified  by  the 
three  assays. 

Currently  the  USP  rabbit  pyrogen  test  is 
required  for  the  detection  of  endotoxin  in 
parenteral  fluids  even  though  studies  indicate 
the  sensitivity  of  the  LAL  assay  to  be  as  good 
as  the  rabbit  pyrogen  test,  and  most  agree 
that  LAL  is  several  times  more  sensitive.  Not 
only  IS  the  USP  rabbit  test  less  accurate  than 
the  LAL  assay,  but  it  is  considerably  more 
expensive  for  pharmaceutical  companies  to 
conduct,  requiring  rabbitry,  environmentally 
controlled  rooms,  and  elaborate  temperature 
monitoring  equipment.  Today,  most  manu- 
facturers of  parenteral  products  are  testing 
amebocyte  lysate  in  parallel  with  the  rabbit 
pyrogen  test  to  generate  data  supporting  the 
replacement  of  the  rabbit  pyrogen  test  by  the 
limulus  assay. 

A recent  study  conducted  by  Fumarola'*’ 
found  a number  of  antitumor  preparations  to 
contain  as  much  as  50  ng/ml  of  endotoxin  in 
the  case  of  bleomycin  and  L-asparginase. 
Certainly  the  validity  of  data  generated  in 
studies  employing  endotoxin  contaminated 
antitumor  agents  is  now  subject  to  caution. 
There  is  little  question  that  endotoxins  can 
induce  a number  of  biological  reactions, 
including  pyrogenicity,  and  may  exert  an 
enhancement  or  suppressor  activity  on  the 
immune  system."  Fumarola'®  concludes  that 
the  LAL  assay  is  capable  of  detecting  smaller 
amounts  of  endotoxins  than  the  rabbit 
pyrogen  test  and  is  more  appropriate  for 
screening  antitumor  agents  since  in  vivo 
toxicity  encountered  with  rabbits  is  elimi- 
nated. 

Six  manufacturers  of  influenza  virus  vac- 
cine and  the  Bureau  of  Biologies  recently 
undertook  a study  to  assess  the  endotoxin 
content  in  influenza  virus  vaccines  by  the  use 
of  the  LAL  test.  The  assay  was  found 
capable  of  quantitating  the  endotoxin  con- 
tent in  influenza  virus  vaccines  manufactured 
by  current  procedures.  Twofold  dilutions  of 
the  products  were  made  and  an  endpoint 
determined  by  the  highest  dilution  yielding  a 
positive  reaction  or  endotoxin  equivalents 
based  on  a reference  endotoxin. 

Clinical  Applications 

Although  not  sanctioned  by  the  FDA,  the 
LAL  test  seems  well  established  as  a useful 
tool  in  the  diagnosis  of  gram-negative 


meningitis. " '5  Not  only  will  this  assay 
consistently  detect  meningitis  due  to  all 
gram-negative  bacteria  thus  far  tested,  but  it 
has  detected  endotoxin  in  culture-negative 
and  gram-stain-negative  specimens  from  pa- 
tients who  had  received  antibiotic  therapy.'^ 
Due  to  the  rapidity  and  reliability  of  this 
assay,  it  can  be  a particularly  important 
adjunct  in  the  early  presumptive  diagnosis  of 
gram-negative  meningitis  prior  to  the  avail- 
ability of  bacteriologic  data. 

Unlike  the  situation  with  cerebrospinal 
fluid,  human  serum  must  be  treated  or  diluted 
to  remove  a number  of  inhibitors  that 
interfere  with  the  limulus  endotoxin  gelation 
reaction.  Several  methods  have  been  ad- 
vanced for  dealing  with  the  inhibitors 
encountered  in  human  sera,  but  currently 
none  are  generally  accepted  as  valid  indica- 
tors of  gram-negative  pyrogen  in  human 
septicemia  or  endotoxemia.  Levin  and  co- 
workers" were  able  to  detect  endotoxin  in 
the  blood  of  patients  with  gram-negative 
sepsis  when  inhibitors  were  removed  by 
chloroform  extraction  for  one  hour  and 
subsequent  dilution  of  serum.  Later  Reinhold 
and  Fine'*  removed  inhibitors  by  lowering 
plasma  to  pH  4.0  with  acetic  acid  and 
subsequently  buffering  to  pH  6.2  with  dibasic 
potassium  phosphate.  Copperstock  heat 
treated  serum  samples  at  100°C  for  ten 
minutes  and  then  performed  a 1:3  dilution 
with  pyrogen-free  water  to  deal  with  inhibi- 
tors. While  these  procedures  are  attractive 
from  the  point  of  view  of  ease  and  rapidity, 
variable  results  have  been  obtained,  eg 
apparently  some  patients  have  more  inhibi- 
tors than  others  and  more  than  one  chloro- 
form extraction  may  be  required.  A multiple 
chloroform  extraction  procedure  represents  a 
clear  disadvantage  compared  to  the  heat- 
dilution  and  pH  shift  methods. 

Recent  Advances 

Fortunately  two  recent  techniques  have 
been  developed  this  year  which  may  increase 
the  reproducability  of  endotoxin  assay  in 
human  serum  and  pave  the  way  to  an 
acceptable,  standard  limulus  assay  for  endo- 
toxin in  humans.  Harris  and  Feinstein^" 
found  that  a recently  developed  inert  poly- 
mer, PSI-HAP  100,  has  a specific  affinity  for 
bacterial  lipopolysaccharide. 

The  polymeric  bead  is  incubated  with  0.2 
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ml  of  whole  blood  at  37°C  for  one  hour  on  a 
vibrator.  Subsequently  the  bead  is  washed 
with  sterile  pyrogen-free  saline  solution  and 
incubated  in  a 10  X 75  mm  pyrogen-free  test- 
tube  with  0.1  ml  of  LAL  for  90  minutes. 
Gelation  is  recorded. 

Nandan^i  showed  that,  when  varying 
concentrations  of  endotoxin  are  added  to  a 
constant  amount  of  limulus  lysate,  protein  is 
precipitated  by  endotoxin  in  a proportional 
manner.  Lowery  protein  determinations  were 
made  on  the  protein  precipitate  in  unknown 
samples  and  the  equivalent  E coli  endotoxin 
concentration  determined  by  standards  and 
negative  controls.  Endotoxin-precipitable 
protein  was  determined  after  lysing  platelets 
to  release  endotoxin  and  then  performing 
chloroform  extraction  of  plasma  inhibitors. 
When  this  procedure  was  followed,  endotoxin 
could  be  detected  at  levels  of  0.195  ng/ml  in 
whole  blood  and  0.049  ng/ml  in  platelet-rich 
plasma.  Although  this  method  is  somewhat 
elaborate  from  the  diagnostic  point  of  view, 
the  sensitivity  it  provides  represents  a 
significant  increase  over  that  encountered  in 
previous  studies.  There  is  general  agreement 
among  researchers  that  the  LAL  test  should 
not  be  used  fdr  the  detection  of  gram- 
negative septicemia  or  endotoxemia  until  the 
problem  of  inhibitor  removal  is  much  better 
understood  and  a standard  test  can  be 
followed. 

The  LAL  test  has  also  found  experimental 
application  in  prediction  of  gram-negative 
septic  episodes  in  burn  patients, rapid 
detection  of  bacteriuria,-^  detection  of  masti- 
tic  milk  due  to  gram-negative  bacterial 
endotoxin,23  demonstration  of  endotoxin  in 
gingival  inflammation, assay  for  the  micro- 
bial quality  of  ground  beef,25  detection  of 
bacterial  endotoxin  in  drinking  water, and 
the  determination  of  bacterial  number  and 
mass  in  the  marine  environment. 

A more  detailed  discussion  of  the  use  of 
the  Limulus  lysate  assay  for  the  detection 
and  quantitation  of  endoxin  has  been 
published  recently  (1977)  by  Siegel  and 
Nachum.2* 
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Supreme  Court  Acts 


On  June  29,  1978  the  U.S.  Supreme  Court 
held  that  insurance  companies  can  be 
charged  with  federal  antitrust  violations  for 
alleged  agreements  to  sell  malpractice  in- 
surance to  doctors.  The  Court  voted  7-2  to 
affirm  a lower  court  ruling  that  seven  Rhode 
Island  doctors  and  six  patients  could  proceed 
with  a suit  against  St.  Paul  Fire  and  Marine 
and  three  other  companies. 

The  background  of  this  case  was  discussed 
in  a special  article  titled  “David  and  Goliath” 
by  Anthony  F.  Merlino,  MD,  which  ap- 
peared in  the  Rhode  Island  Medical  Journal. 
Vol.  61,  No.  3,  March,  1978.  Our  readers 
may  be  interested  in  the  position  taken  by  the 
St.  Paul  Companies  following  the  Supreme 
Court  ruling: 

“We  are  disappointed  in  the  U.S.  Supreme 
Court’s  ruling.  However,  this  was  a decision 
on  whether  such  a suit  could  even  be  brought 
under  federal  antitrust  laws  not  whether  such 
laws  were  violated.  The  original  charge  by 
several  doctors  in  this  case  has  yet  to  be  tried 
and  decided.  The  plaintiffs’  allegations  will 
be  proven  groundless. 

“These  plaintiffs  allege  The  St.  Paul 
conspired  with  three  other  insurance  com- 
panies in  1975  to  fix  the  terms  and  conditions 


of  medical  malpractice  insurance  in  Rhode 
Island.  This  is  false.  In  1975  we  took  an 
independent  action  nationally  in  an  effort  to 
continue  providing  doctors  and  hospitals 
with  malpractice  insurance.  This  action 
involved  introducing  a new  form  of  malprac- 
tice coverage  called  “claims-made.”  The  St. 
Paul  developed  this  form  strictly  on  its  own. 
There  was  no  collusion.  The  St.  Paul  now 
writes  claims-made  malpractice  insurance  for 
over  40,000  doctors  across  the  nation  but  no 
longer  insures  any  doctors  in  Rhode  Island, 
because  the  claims-made  form  was  not 
approved  by  the  Rhode  Island  insurance 
commissioner. 

“Originally,  this  lawsuit  contained  four 
charges.  During  proceedings  in  Rhode  Island 
District  and  Appeals  courts,  three  charges 
were  dismissed  from  federal  action.  The  only 
remaining  charge  is  the  allegation  that  The 
St.  Paul  agreed  with  other  insurers  that  they 
would  not  accept  malpractice  insurance  from 
Rhode  Island  physicians  formerly  insured  by 
The  St.  Paul.  This  is  false.  The  charge  will 
now  be  tried  on  its  merit  and  we  are 
convinced  our  actions  will  be  upheld  and  the 
plaintiffs’  allegation  found  to  be  without 
merit.” 


Is  Crohn’s  Disease  Transmissable? 


Donnelly  et  al  of  Dublin,  Ireland  have 
presented  evidence  that  suggests  the  presence 
of  a transmissable  factor  in  Crohn’s  disease. 
In  the  study  homogenates  of  normal  human 
intestine  and  human  Crohn’s  tissue  were 
injected  into  the  ilea  of  11  and  16  rabbits, 
respectively,  while  normal  saline  solution  was 
injected  into  the  small  bowel  of  13  rabbits  as 
controls.  After  six  months  7 rabbits  in  the 
normal  human  intestine  group  and  4 rabbits 
in  the  Crohn’s  tissue  group  showed  Crohn- 
like  changes;  but  12  months  after  the 


injections,  all  rabbit  intestines  had  reverted  to 
normal. 

The  addition  of  ampicillin  to  the  homo- 
genates prevented  the  appearance  of  the 
Crohn-like  changes  in  12  of  12  rabbits.  These 
results  were  interpreted  by  the  authors  as 
providing  indirect  evidence  for  a transmis- 
sable factor  in  both  normal  and  Crohn- 
affected  human  intestine  in  the  etiology  of 
Crohn’s  disease. 

The  significance  of  the  paper,  published  in 
a respected  journal,  lies  in  the  fact  that 
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Crohn-like  changes  have  lor  the  first  time 
been  produced  experimentally  in  animals. 
While  the  prevention  of  the  changes  by  an 
antibiotic  is  on  the  positive  side,  the  ability  of 
normal  as  well  as  Crohn  homogenates  to 
produce  the  changes  raises  serious  questions 
as  to  the  significance  of  these  findings. 

rime  will  tell  whether  this  is  a break- 
through in  unravelling  the  mystery  of 
Crohn’s  disease  or  just  another  experimental 
curiosity. 
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e. )  DEVALUATION? 

R.A.  DEROSIER  AGENCY 

FOURDEE  AGENCY,  INC. 

FOURDEE  planning  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 

(N.A.S.D.  Broker/Dealer) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 
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Libtax® 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2 5 mg  clldinium  Br 

PImm  consult  complete  prescribing  Informa- 
tion, a summary  of  which  follows; 

Indications;  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

Nafional  Research  Couhcll  and/or  other  in- 
formation. FDA  has  classified  the  indications 
as  follows 

“Possibly"  effective;  as  ad)unctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis 

Final  classification  of  the  less-than-eftective 
indications  requires  further  investigation 

Contrsindications;  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCl  and/or 
clldinium  Br 

Warnings;  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g , operating 
machinery,  driving)  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCl)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug 
Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  If  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions;  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated)  Though  generally  not  rec- 
ommended. if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepafic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established 

Adverse  Reactions;  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCl  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances. 

Also  encountered  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapy  rami  dal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment,  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCl, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  /.e  . dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation 
Constifjation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets 
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Continuing  Medicai  Education  Caiendar  of  Events 


prepared  by 
BROWN  UNIVERSITY 
Office  of  Continuing  Medical  Education 

and 

RHODE  ISLAND  MEDICAL  SOCIETY 
Continuing  Medical  Education  Committee 

FALL,  1978 


A MESSAGE  TO  OUR  READERS: 

These  pages  represent  a collaborative  effort  of  the  Rhode  Island  Medical  Society  and  the  Brown  University 
Office  of  Continuing  Medical  Education  for  the  purpose  of  meeting  the  needs  of  the  physicians  of  the  State  of 
Rhode  Island  for  a comprehensive  listing  of  continuing  medical  education  activities.  This  calendar,  which  will 
appear  twice  yearly  and  is  designed  to  include  all  of  the  principal  physician  education  opportunities  of  our  State, 
will  allow  doctors  to  schedule  their  professional  activities  in  advance  and  permit  greater  participation  in  and 
benefit  from  these  continuing  medical  education  events.  Furthermore,  the  joint  participation  by  all  hospitals, 
societies,  and  medical  education  institutions  listed  below  reaffirms  the  traditional  principle  of  medical  art  and 
science  that  all  advances  in  understanding  and  procedure  shall  be  freely  exchanged  by  members  of  the  medical 
profession. 

We  have  attempted  to  make  this  first  calendar  as  comprehensive  as  possible,  but  are  aware  that  the  list  may 
not  be  complete.  The  Spring  Calendar,  to  be  published  within  a few  months,  will  cover  all  events  from  January  to 
June  of  1979. 

Inquiries  should  be  directed  to  Mrs.  Irene  Owens,  Brown  University  Office  of  Continuing  Education,  863-3337. 


I.  SYMPOSIA,  COURSES,  AND  OTHER  SPECIAL  EVENTS 

PEDIATRIC  REVIEW  COURSE  sponsored  by  the  Rhode  Island  Chapter,  American  Academy  of  Pediatrics; 
Department  of  Pediatrics,  Section  of  Reproductive  and  Developmental  Medicine,  Brown  University  Program  in 
Medicine;  the  Rhode  Island  Medical  Society;  and  the  Southeastern  New  England  Pediatric  Directors  Association. 
Course  will  be  held  once  monthly,  on  Thursdays,  October  5,  1978  through  June  7,  1979,  from  7:30  p.m.  to  9:30 
p.m.  in  the  Rhode  Island  Medical  Society  Auditorium,  106  Francis  Street,  Providence,  Rl.  Fee  is  $40.00  for 
practicing  physicians;  $20.00  for  allied  health  professionals.  Course  schedule  is  as  follows: 

Thursday,  October  5 

Dermatology — "Challenging  Childhood  Dermatosis"  by  Charles  J.  McDonald,  MD,  Professor  of  Medicine 
Brown  University  Program  in  Medicine 

Thursday,  November  2 

Neonatology — "The  Jaundiced  Newborn"  by  Leo  Stern,  MD,  Professor  of  Pediatrics,  Brown  University  Pro- 
gram in  Medicine 

Thursday,  December  7 

Ophthalmology — "The  Pupil"  by  Robert  Kinder,  MD,  Clinical  Associate  Professor  of  Surgery,  Brown  University 
Program  in  Medicine 

Thursday,  January  4 

Infectious  Diseases — "Update  on  Antimicrobial  Therapy"  by  Georges  Peter,  MD,  Associate  Professor  of 
Pediatrics,  Brown  University  Program  in  Medicine 


Pediatric  Review  Course  (continued) 


Thursday,  February  1 

Hearing  and  Speech — "Speech  and  Hearing  Deficiencies"  by  Peter  Blackwell,  Principal,  Rhode  Island  School 
for  the  Deaf 

Thursday,  March  1 

Hematology — "Recent  Advances  in  Pediatric  Oncology"  by  Edwin  Forman,  MD,  Associate  Professor  of 
Pediatrics,  Brown  University  Program  in  Medicine 

Thursday,  April  5 

Allergy — "Food  Allergy"  by  Frank  J.  Twarog,  MD,  Assistant  Professor  of  Medicine,  Harvard  University 
Thursday,  May  3 

Neurology — "The  Hyperactive  Child"  by  N.  Paul  Rosman,  MD,  Professor  of  Pediatrics  and  Neurology,  Boston 
University 

Thursday,  June  7 

Virology — "Recent  Advances  in  Pediatric  Viral  Disease"  by  Barry  Hanshaw,  MD,  Professor  of  Pediatrics,  Uni- 
versity of  Massachusetts 

Contact:  Doctor  Freye,  596-2242  Credit:  1 Vi  hours  Category  I per  session 


SYMPOSIUM — "LIFE  STRESS  AND  DEPRESSION,”  sponsored  by  Butler  Hospital  and  Geigy  Pharmaceuticals, 
to  be  held  on  Sunday,  October  15,  1978  from  9:00  a.m.  to  5:00  p.m.,  at  the  Marriott  Inn,  Providence,  Rl.  Faculty: 
Shervert  H.  Frazier,  MD,  Psychiatrist-in-Chief,  McLean  Hospital,  Belmont,  Massachusetts;  Thomas  Hackett,  MD,  Chief 
Psychiatry,  Massachusetts  general  Hospital,  Boston;  Herbert  C.  Modlin,  MD,  Professor  of  Community  and 
Forensic  Psychiatry,  The  Menninger  Foundation,  Topeka,  Kansas;  Richard  H.  Rahe,  MC,  USN,  Commanding 
Officer,  Naval  Health  Research  Center,  San  Diego,  California;  John  J.  Schwab,  MD,  Professor  and  Chairman, 
Department  of  Psychiatry  and  Behavioral  Sciences,  University  of  Louisville  Health  Sciences  Center;  Myrna 
Weisman,  PhD,  Associate  Professor  of  Psychiatry  and  Epidemiology,  Department  of  Psychiatry,  Depression 
Research  Unit,  Yale  University  School  of  Medicine;  Jack  C.  Westman,  MD,  Professor  of  Psychiatry,  University  of 
Wisconsin  School  of  Medicine  Registration  is  at  8:00  a.m. 

Contact:  Doctor  Westlake,  456-3860 

COURSE— "THE  OFFICE  PRACTICE  OF  PULMONARY  MEDICINE,”  developed  by  the  Rhode  Island  Hospital  and 
endorsed  by  the  Rhode  Island  Lung  Association.  This  course  is  structured  to  review  the  major  chest  symptoms, 
stressing  pathophysiology,  relevant  office  procedure  and  pharmacologic  intervention.  Course  will  be  held  on 
Mondays  at  7:00  p.m.  from  October  16  through  December  4,  at  Rhode  Island  Hospital  APC  Room  155.  Re- 
gistration deadline  is  October  1.  Fee  is  $40.00  for  all  8 sessions;  students  and  house  officers  admitted  free. 
Course  schedule  is  as  follows: 

Monday,  October  16 

"The  Wheezing  Patient"  by  Sidney  S.  Braman,  MD,  Director,  Pulmonary  Division;  Assistant  Professor  of 
Medicine,  Brown  University 

Monday,  October  23 

"The  Troublesome  Cough"  by  Richard  S.  Irwin,  MD,  Associate  Director,  Pulmonary  Division;  Assistant  Professor 
of  Medicine,  Brown  University 

Monday,  October  30 

"The  Office  Evaluation  of  Chest  Pain"  by  David  O.  Williams,  MD,  Director,  Cardiovascular  Laboratory; 
Assistant  Professor  of  Medicine,  Brown  University 

Monday,  November  6 

"The  Patient  with  Dyspnea"  by  Sidney  S.  Braman,  MD 

Monday,  November  13 

"Lung  Function  Testing  of  the  Ambulatory  Patient"  by  William  M.  Corrao,  MD,  Director,  Pulmonary  Function 
Laboratory;  Instructor  in  Medicine,  Brown  University 


Course — "The  Office  Practice  of  Pulmonary  Medicine"  (continued) 


Monday,  November  20 

"Fever — the  Office  Approach  to  Pneumonia"  by  Richard  S.  Irwin,  MD 

Monday,  November  27 

"The  Evaluation  of  Pulmonary  Disability"  by  Paul  J.  Conley,  MD,  Medical  Advisor  and  John  R.  Kenney, 
Assistant  Administrator,  Disability  Determination  Unit 

Monday,  December  4 

"Preventive  Chest  Medicine"  by  Herbert  P.  Constantine,  MD,  Director  Ambulatory  Services;  Associate  Profes- 
sor of  Medicine  & Community  Health,  Brown  University 

Contact;  Pulmonary  Division  Credit:  12  hours  Category  I — AMA 

Rhode  Island  Hospital  12  hours — AAFP 

277-5306 

THE  BRADLEY  FORUM — "ANTI-CHILD  BIAS,"  sponsored  by  Bradley  Hospital  and  the  Brown  University  Program 
in  Medicine,  to  be  held  Thursday,  October  19  from  1:00  p.m.  to  5:30  p.m.  and  Friday,  October  20,  from  9:00 
a.m.  to  12:30  p.m.,  at  the  Sheraton  Islander  Inn,  Newport,  Rl.  The  program  will  consist  of  lectures,  workshops,  and 
open  discussions.  Brown  University  Program  in  Medicine  Workshop  Leaders  will  be;  Lucille  Newman,  PhD,  Assist- 
ant Professor  of  Community  Health  (Research),  with  joint  appointments  in  Pediatrics  and  Anthropology;  John 
O'Shea,  MD,  Assistant  Professor  of  Pediatrics;  Leo  Stern,  MD,  Professor  and  Chairman,  Section  of  Reproductive 
and  Developmental  Medicine  (Pediatrics).  Guest  faculty  will  be  David  Bakan,  PhD,  Professor  of  Psychology, 
York  University;  Henry  P.  Coppolillo,  MD,  Professor  of  Psychiatry  and  Director  of  Child  Psychiatry,  University  of 
Colorado;  Robert  L.  Stubblefield,  MD,  Clinical  Professor  of  Psychiatry,  Yale  University,  and  Medical  Director, 
The  Silverhill  Foundation 

Contact:  Doctor  Hayden,  434-3400  Credit:  7'/2  hours  Category  I 


THE  FIFTEENTH  ANNUAL  MAURICE  N.  KAY  PEDIATRIC  SYMPOSIUM  presented  by  the  Department  of  Pediat- 
rics, Roger  Williams  General  Hospital  entitled  "Current  Advances  in  Pediatrics,"  Wednesday,  November  1,  from 
9:30  a.m.  to  3:30  p.m.,  at  the  Marriott  Inn,  Providence,  Rl.  Registration  and  coffee  at  8:15  a.m.  Moderator  will 
be  Leo  Stern,  MD,  Professor  and  Chairman  of  Pediatrics,  Section  of  Reproductive  and  Developmental  Medicine, 
Brown  University  Program  in  Medicine.  Program  will  include:  "The  Diagnosis  and  Management  of  Childhood 
Hypertension"  by  Jennifer  Loggie,  MD,  Professor  of  Pediatrics,  University  of  Cincinnati  and  the  Children's 
Hospital  Research  Foundation;  "The  Continuous  Search  for  Infectious  Agents  involved  in  Congenital  Malfor- 
mations and  the  TORCH  Syndrome"  by  Andre  Nahmias,  MD,  Professor  of  Pediatrics,  Chief,  Infectious  Diseases 
and  Immunology,  Professor  of  Pothology,  Associate  Professor,  Preventive  and  Community  Health,  Emory  Uni- 
versity School  of  Medicine;  "The  Physiological  Basis  for  the  Management  of  Hyaline  Membrane  Disease"  by 
Mildred  Stahiman,  MD,  Professor  of  Pediatrics,  Vanderbilt  University  School  of  Medicine;  "Nutritional  Problems 
in  Childhood"  by  Myron  Winick,  MD,  R.R.  Williams  Professor  of  Nutrition,  Professor  of  Pediatrics,  Director, 
Institute  of  Humn  Nutrition,  Director,  Center  for  Nutrition,  Genetics  and  Human  Development,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons 


Contact:  Mrs.  Carol  Holscher,  456-2350 


Credit:  4Vi  hours  Category  I 


II.  REGULARLY  SCHEDULED  HOSPITAL  LECTURE  SERIES 


KENT  COUNTY  MEMORIAL  HOSPITAL  Medical  Education  Conferences  through  December,  1978.  All  sessions  will 
be  held  in  the  Doctors  Auditorium,  Fridays  at  11:30  a.m.  Schedule  is  as  follows: 

Friday,  Sepfember  15 

"Hematological  Malignancies — their  treatment  and  followup"  by  Bishnu  J.  Rauth,  MD 
Friday,  September  29 

"Blood  Lipid  Abnormalities  and  Atherosclerosis,  Part  II"  by  Peter  Herbert,  MD,  Associate  Professor  of  Med- 
icine, Brown  University  Program  in  Medicine,  and  Director,  Division  of  Clinical  and  Experimental  Athero- 
sclerosis, The  Miriam  Hospital 

Friday,  October  6 

"A  Case  of  Pulmonary  Edema — not  all  is  routine"  (patient  presentation) 

Friday,  October  27 

"Current  Concepts  in  the  Treatment  of  Hypertension"  (Boeringer-Ingelheim  sponsoring) 

Contact:  Doctor  Lamb,  737-7000  Ext.  304 


THE  MEMORIAL  HOSPITAL  Selected  Topics  in  Internal  Medicine  and  Family  Practice  through  December,  1978. 
All  sessions  will  be  held  in  Nurses  Auditorium  on  Mondays  at  7:30  p.m.  Schedule  is  as  follows: 

Monday,  October  16 

"Infections  in  Children"  by  Hardy  Meade,  MD,  Chief,  Pediatric  Infectious  Disease,  Professor  of  Pediatrics, 
Associate  Professor  of  Medicine,  Tufts  University  School  of  Medicine 

Monday,  October  23 

"Diagnosis  and  Treatment  of  Urinary  Tract  Infection  and  Urethritis"  by  Stephen  H.  Zinner,  MD,  Associate 
Professor  of  Medicine,  Brown  University  Program  in  Medicine 

Monday,  October  30 

"Gram  Negative  Bacteremia"  and  "Mycoplasma  Infections"  by  Michael  Barza,  MD,  Associate  Professor  of 
Medicine,  Attending  Physician,  Tufts-New  England  Medical  Center  Hospital 

Monday,  November  6 

"New  Antibiotics"  and  "Anaerobic  Infections"  by  John  Bartlett,  MD 

Monday,  November  13 

Topic  to  be  decided 

Monday,  November  20 

"Disorders  of  Parathyroid  Functions"  by  John  Tucci,  MD,  Associate  Professor  of  Medicine,  Brown  University 
Program  in  Medicine 

Monday,  November  27 

"Thyroid  Function  Tests:  Clinical  Applications"  by  Louis  Braverman,  MD,  Professor  of  Medicine  & Physiology, 
Chairman,  Division  of  Endocrinology  & Metabolism,  University  of  Massachusetts  Medical  School 

Monday,  December  4 

"Thyroid  Disease  in  Children"  and  "Growth  Disturbances"  by  Boris  Senior,  MD 

Monday,  December  1 1 

"Controlled  Anterior  Pituitary  Secretions"  by  Seymour  Reichlin,  MD,  Chief  of  Endocrinology  Division, 
New  England  Medical  Center  Hospital,  and  Professor  of  Medicine,  Tufts  University  School  of  Medicine 

Monday,  December  18 

"Diabetes  in  Children"  by  Robert  Schwartz,  MD,  Professor  of  Pediatrics,  Brown  University  Program  in 
Medicine,  and  Director  of  Pediatric  Metabolism,  Rhode  Island  Hospital 

Contact:  Libby  Bray,  722-6000  Ext.  2142 


THE  MIRIAM  HOSPITAL  Grand  Rounds  Schedule  through  December,  1978.  All  sessions  will  be  held  in  Sopkin 
Auditorium  at  11:00  a.m.  Schedule  is  as  follows: 

Tuesday,  September  19 

"Fever  of  Unknown  Origin"  by  Robert  G.  Petersdorf,  MD, ^Professor  and  Chairman,  Department  of  Medicine, 
University  of  Washington 

Thursday,  September  28 

"Antibiotic  Induced  Colitis — a New  Bacterial  Disease"  by  John  G.  Bartlett,  MD,  Associate  Professor  of  Medicine 
Tufts  Medical  School;  Chief  of  Infectious  Diseases,  Veterans  Administration  Hospital,  Boston,  Massachusetts 

Thursday,  October  12 

"Urinary  Tract  Infections"  by  Donald  Kaye,  MD,  Professor  and  Chairman,  Department  of  Medicine,  Medical 
College  of  Pennsylvania 

Friday,  October  20 

Topic  to  be  announced.  Mahlon  DeLong,  MD,  Assistant  Professor  of  Neurology  and  Physiology,  The  Johns 
Hopkins  University  School  of  Medicine 

Thursday,  October  26 

Topic  to  be  announced.  Ralph  Snyderman,  MD,  Professor  of  Medicine,  Associate  Professor  of  Immunology, 
Chairman,  Division  of  Rheumatic  and  Genetic  Diseases,  Duke  University  School  of  Medicine 

Thursday,  November  9 

Topic  to  be  announced.  Ronald  Yankee,  MD,  Associate  Professor  of  Medicine,  Harvard  Medical  School,  and 
Director  of  the  Blood  Component  Laboratory,  Sidney  Farber  Cancer  Institute 

Thursday,  December  14 

Topic  to  be  announced.  Wallace  Jensen,  MD,  Professor  and  Chairman,  Department  of  Medicine,  Albany 
Medical  College,  and  Physician-in-Chief,  Albany  Medical  Center  Hospital 

Contact:  274-3700  Ext.  447  Credit:  1 hour  Category  I per  lecture 


NAVAL  REGIONAL  MEDICAL  CENTER  Brown  University  Program  in  Medicine  Lecture  Series  through  December, 
1978.  Sessions  are  held  on  the  second  Wednesday  of  each  month  from  3:00  p.m.  to  5:00  p.m.  Schedule  is  as 
follows: 

Wedrresday,  October  1 1 

"Advances  in  Diagnosis  of  Common  Neurological  Disorders"  by  Pasquale  F.  Finelli,  MD,  Assistant  Professor 
of  Medicine,  Brown  University  Program  in  Medicine 

Wednesday,  November  8 

"Fluid  and  Electrolyte  Balance"  by  Henry  T.  Randall,  MD,  Professor  and  Chairman,  Section  of  Surgery,  Brown 
University  Program  in  Medicine 

Wednesday,  December  13 

"Recent  Advances  in  Immunology"  by  Stephen  R.  Kaplan,  MD,  Associate  Professor  of  Medipine,  Brown  Uni- 
versity Program  in  Medicine 

Contact:  Mrs.  Sheila  Leonard,  841-3352  Credit:  2 hours  Category  I per  lecture 


NEWPORT  HOSPITAL  Medical  Education  Lectures  through  December,  1978.  Sessions  will  be  Saturdays  from 
10:00  a.m.  to  12  noon,  or  Tuesdays  from  7:30  p.m.  to  9:30  p.m.  Schedule  is  as  follows: 

Saturday,  September  9,  in  A-V  Room 

"Newer  Concepts  in  the  Treatment  of  Medical  and  Surgical  Patients  with  Anaerobic  Infections"  by  H.  Harlan 
Stone,  MD,  Professor  of  Surgery  and  Director,  Bacteriological  Laboratory,  Emory  University  School  of  Med- 
icine 


L 


Newport  Hospital  (continued) 


Tuesday,  September  26,  in  A-V  Room 

"Newer  Concepts  in  the  Use  of  Antibiotic  Agents"  by  Richard  H.  Parker,  MD,  Associate  Professor  of  Medicine, 
Howard  University  School  of  Medicine,  and  Chief,  Infectious  Disease  Section,  Veterans  Administration  Hos- 
pital, Washington,  DC 

Tuesday,  October  17,  in  A-V  Room 

"Managing  the  Risks  of  the  Medical  and  Surgical  Chronic  Obstructive  Pulmonary  Disease  Patient"  by  John  S. 
Urbanetti,  MD,  Assistant  Professor  of  Medicine,  Tufts  University  Medical  School,  and  Assistant  Chief  of 
Pulmonary  Medicine,  New  England  Medical  Center  Hospital 

Saturday,  October  21,  in  A-V  Room 

"Hospital  Medical  and  Surgical  Audits  in  Proper  Perspective  and  the  Most  Effective  Way  To  Do  Them"  by 
Stuart  Jaffee,  MD,  Associate  Professor  of  Urology,  University  of  Massachusetts  Medical  School  and  Chairman, 
Audit  Committee,  St.  Vincent's  Hospital,  Worcester,  Massachusetts;  and  Winifred  Hayes,  RN,  MA,  Consultant 
in  Nursing  Administration  and  Audit  for  University  of  Massachusetts  Medical  School  and  Veterans  Adminis- 
tration hospitals,  and  co-author  of  JCAH  Audit  Clinic  Manual  and  Consultant  to  the  JCAH  Audit  Workshops 

Tuesday,  November  28,  in  Sky  Room 

"The  European  Hospice  Concept,"  panel  discussion  on  Hospice  movement  in  New  England  and  Rhode  Island, 
with  Bruno  Borenstein,  MD,  Medical  Oncologist  and  Clinical  Instructor  of  Medicine,  Brown  University  Program 
in  Medicine;  Robert  Canny,  MS,  Executive  Director,  Hospice  Care  of  Rhode  Island,  and  founding  member 
and  present  member.  Board  of  Directors  of  Hospice,  New  Haven,  Connecticut;  Marion  Humphreys,  RN, 
Director  of  Hospice  Care  of  Rhode  Island  Nursing  Services;  Frank  Maguire,  PhD,  Professor  of  Religious 
Studies,  Salve  Regina  College,  Newport,  Rhode  Island 

Saturday,  December  9,  at  Clarke  Cooke  House  Restaurant 

"Infectious  Diseases"  by  Louis  Weinstein,  MD,  Professor  of  Medicine,  Harvard  Medical  School,  and  Physician, 
Peter  Bent  Brigham  Hospital  (Luncheon  following  lecture,  12:00  noon  to  1:00  p.m.,  is  $7.00) 

Contact:  Mrs.  Elizabeth  Cranston,  846-6400,  Ext.  445  Credit:  2 hours  Category  I per  lecture 


ROGER  WILLIAMS  GENERAL  HOSPITAL  Pediatric  Teaching  Rounds  Schedule  through  December,  1978.  Sessions 
will  be  held  in  Kay  Auditorium  from  10:30  a.m.  to  12  noon.  Schedule  is  as  follows: 

Friday,  September  29 

"Current  Status  of  Bacterial  and  Viral  Vaccines"  by  Donald  N.  Medearis,  Jr.,  MD,  Chief,  Children's  Service, 
Massachusetts  General  Hospital 

Friday,  October  13 

"Diabetes  Mellitus — A New  Look"  by  Marvin  Cornblath,  MD,  Special  Assistant  to  the  Scientific  Director, 
NICHD,  National  Institutes  of  Health,  Bethesda,  Maryland 

Friday,  December  8 

"Some  Gynecologic  Problems  of  the  Adolescent"  by  Janet  W.  McArthur,  MD,  Professor  of  Ob/Gyn,  Harvard 
Medical  School,  and  Gynecologist,  Massachusetts  General  Hospital 

Contact:  Mrs.  Carol  Holscher,  456-2350  Credit:  1 Vi  hours  Category  I per  session 


ST.  ANNE'S  HOSPITAL,  Fall  River,  Massachusetts,  Speaker  Schedule  through  December,  1978.  Sessions  will  be 
held  Wednesdays  at  8:15  a.m.  in  Clemmence  Hall.  Schedule  is  as  follows: 

Wednesday,  September  13 

"Pneumococcal  Vaccine  and  Pneumococcal  Pneumonia"  by  Georges  Peter,  MD,  Assistant  Professor  of  Ped- 
atrics.  Brown  University  Program  in  Medicine 

Wednesday,  October  18 

"Infectious  Diseases"  by  Sherwood  Gorbach,  MD,  Chief,  Infectious  Disease  Section,  Tufts  New  England  Med- 
ical Center,  and  Professor  of  Medicine,  Tufts  University  Medical  School 


Sf.  Ann's  Hospital  (continued) 


Wednesday,  November  8 

"Hyperalimentation"  by  William  P.  Steffee,  MD,  PhD,  Director  of  Clinical  Nutrition,  Assistant  Professor  of 
Medicine,  Boston  University  School  of  Medicine 

Wednesday,  December  6 

“Staphylococcal  Disease"  by  Richard  Parker,  MD,  Chief,  Section  of  Infectious  Disease,  Veterans  Administration 
Hospital,  Washington,  DC 

Contact:  Mrs.  Eileen  Pelletier,  1-617-674-5741,  Ext.  258  Credit:  2 hours  Category  I per  lecture 


VETERANS  ADMINISTRATION  HOSPITAL,  Providence,  Rl,  Neurosciences  Seminars  through  December,  1978. 
Sessions  will  be  held  Wednesdays  from  3:30  p.m.  to  5:00  p.m.  in  the  5th  floor  auditorium.  Room  2 (with  the 
three  exceptions  noted  below).  Schedule  is  as  follows: 

Wednesday.  September  27 

"Emotional  States  and  Sexual  Arousal"  by  John  Wincze,  PhD 

Wednesday,  October  4,  in  Room  3 

"Benzodiazepine  Pharmacokinetics"  by  Richard  Shader,  MD 

Wednesday,  October  1 1 

"Recent  Research  in  Aphasia"  by  Sheila  Blumstein,  MD 

Wednesday,  October  18,  in  Room  3 

"Spanish  Speaking  Families  in  Transition:  Some  Mental  Health  Issues"  by  Roberto  Jiminez,  MD 

Wednesday,  October  25 

"CPC:  Difficulties  Diagnosing  Mentally  Retarded  Patients"  by  Srecko  Pogacar,  MD 

Wednesday,  November  1 

"Assessment  and  Treatment  of  Social  Competency"  by  James  Curran,  MD  and  Peter  Monti,  MD 

Wednesday,  November  8 

"Development  of  an  Animal  Model  for  the  Hyperkinetic  Child  Syndrome"  by  Robert  Becker,  MD 
Wednesday,  November  15 

"Alcoholism:  What  Is  It  and  Where  To  Find  It"  by  Robert  Johnston,  MD  and  Demmie  Mayfield,  MD 

Wednesday,  November  29 

"Brain  Cutting"  by  Mary  Ambler,  MD 

Wednesday,  December  6 

"Dexamethasone  Suppression  Test  in  Psychiatry"  by  Walter  Brown,  MD  and  Iris  Shuey,  MD 

Wednesday,  December  13,  in  Room  3 

"Pathophysiology  of  Tardive  Dyskinesia"  by  Daniel  Tarsey,  MD 


Contact:  Doctor  Daum,  521-1700,  Ext.  3435 


III.  HOSPITAL  SPECIAL  EVENTS 


BRADLEY  HOSPITAL 

Wednesday,  October  18,  at  3:00  p.m. 

"Psychotherapy  with  Children"  by  Henry  P.  Coppolillo,  MD,  Professor  of  Psychiatry  and  Director  of  Child 
Psychiatry,  University  of  Colorado 

Contact:  Doctor  Hayden,  434-3400  Credit:  2 hours  Category  I 


BUTLER  HOSPITAL 

Friday,  October  27,  1:00  p.m.  to  5:00  p.m. 

Butler  Hospital  Fall  Symposium,  "Phobia:  Psychological  and  Pharmacological  Treatments"  with  guest  faculty 
W.  Stuart  Agras,  MD,  Stanford  University;  Isaac  Marks,  MD,  FR,  University  of  London;  Charlotte  Zitrin,  MD, 
Long  Island  Jewish-Hillside  Medical  Center 

Contact:  Doctor  Rosen,  456-3700  Credit:  3’/2  hours  Category  I 


JOHN  E.  FOGARTY  MEMORIAL  HOSPITAL— WOONSOCKET  HOSPITAL 

Thursday,  September  21,  at  1 1:30  a.m.,  at  Fogarty  Hospital 

"Arthritis  in  General  Practice"  by  Stephen  R.  Kaplan,  Associate  Professor  of  Medicine,  Brown  University 
Program  in  Medicine 

Contact:  Mrs.  Doris  Carriere,  769-2200,  Ext.  265 


INSTITUTE  OF  MENTAL  HEALTH 

Wednesday,  November  22,  2:30  p.m.  to  4:00  p.m.,  in  "A”  Building 

"Minor  Tranquilizers"  by  Richard  I.  Shader,  MD,  Associate  Professor  of  Psychiatry  and  Director  of  the  Psycho- 
pharmocology  Research  Lab,  Harvard  Medical  School,  and  Director  of  Continuing  Education,  Massachusetts 
Mental  Health  Center 

Contact:  Doctor  Bauermeister,  464-2453  Credit:  1 '/z  hours  Category  I 


MEDICAL  CENTER  GENERAL  HOSPITAL 

Thursday,  September  14,  at  10:30  a.m.,  in  Lab  Classroom 

"Cimetidine  in  Acid  Peptic  Diseases"  by  Charles  Bliss,  MD,  Chief  of  Gastroenterology,  Boston  City  Hospital 

Contact:  Doctor  Hassid,  464-1000  Credit:  1 Vi  hours  Category  I 

Tuesday,  September  19,  at  10:30  a.m.,  in  L.P.  Conference  Room 

"Cholesterol  and  the  Clinician"  film  and  discussion  moderated  by  Samuel  Hassid,  MD 

Contact:  Doctor  Hassid,  464-1000  Credit:  1 hour  Category  I 


RHODE  ISLAND  HOSPITAL 

Friday,  September  22,  at  10:30  a.m.,  in  George  Auditorium 

"Some  Recent  Advances  in  the  Diagnosis  and  Management  of  Muscle  Disorders"  (in  the  Combined  Pediatric 
Grand  Round  series)  by  Victor  Dubowitz,  MD,  PhD,  FRCP,  DCH,  Professor  of  Pediatrics,  Institute  of  Child 
Health  and  Royal  Postgraduate  Medical  School,  University  of  London 


Rhode  Island  Hospital  (continued) 


Friday,  September  29,  2:00  p.m.  to  5:00  p.m.  and  Saturday,  September  30,  9:00  a.m.  to  12  noon, 
in  George  Auditorium 

New  England  Regional  Meeting  of  the  Ambulatory  Pediatric  Association 
Contact:  Doctor  O'Shea,  277-5106 

Friday,  October  20,  10:30  a.m.  to  12  noon,  in  George  Auditorium 

"Cystic  Fibrosis"  by  Harry  Schwachman,  MD,  Professor  of  Pediatrics  Emeritus,  Harvard  Medical  School, 
Children's  Hospital  Medical  Center,  Boston,  Massachusetts 

Contact:  Ms.  Celia  Almonte,  277-5015  Credit:  1 V?  hours  Category  I 

Friday,  November  10,  8:00  a.m.  to  12  noon 

"Cervical  Spine  Injuries"  (in  a program  presented  by  the  Department  of  Orthopedics;  to  include  case  pre- 
sentations) by  Joseph  William  Fielding,  MD,  Clinical  Professor  of  Orthopedic  Surgery,  College  of  Physicians 
and  Surgeons,  Columbia  University,  and  Professor  of  Orthopedic  Surgery,  Polyclinic  Medical  School, 
New  York  City 

Contact:  Mary  Games,  277-5663 

Saturday,  November  18,  9:00  a.m.  to  12  noon,  in  George  Auditorium 

Symposium,  "Alternatives  in  the  Treatment  of  Primary  Breast  Carcinoma,"  sponsored  jointly  by  the  Section 
of  Surgery,  Brown  University  Program  in  Medicine  and  the  Rhode  Island  Chapter  of  the  American  College 
of  Surgeons,  with  Oliver  Cope,  MD,  Professor  of  Surgery  Emeritus,  Harvard  Medical  School,  and  Senior 
Surgeon,  Massachusetts  General  Hospital;  Samuel  Heilman,  MD,  Professor  and  Chairman,  Department  of 
Radiation  Therapy,  Harvard  Medical  School;  Thomas  J.  Anglem,  MD,  Surgeon,  New  England  Baptist  Hospital 
and  New  England  Deaconess  Hospital,  and  Associate  Clinical  Professor  of  Surgery  Emeritus,  Boston  Uni- 
versity Medical  School 

Contact:  Doctor  Pitts,  421-4121  Credit:  3 hours  Category  I 

Thursday,  December  7,  9:30  a.m.  to  12  noon  and  at  8:30  p.m.;  Friday,  December  8,  9:00  a.m.  to  12  noon; 
Saturday,  December  9,  9:00  a.m.  to  12  noon;  in  George  Auditorium 

21st  Annual  Meeting,  Department  of  Orthopedics  and  Fractures,  Rhode  Island  Hospital.  Thursday  morning: 
case  presentations;  Thursday  evening:  Danforth  Oration,  "Resection  Arthrodesis  of  Lesions  about  the  Knee"; 
Friday  morning;  case  presentations;  Saturday:  "Resection  of  Tumors  of  the  Innominate  Bone"  and  other 
lectures.  William  Enneking,  MD,  the  Eugene  L.  Jewett  Professor,  and  Chairman,  Department  of  Orthopedics, 
College  of  Medicine,  University  of  Florida,  is  designated  Surgeon-in-Chief  Pro  Tempore 

Contact;  Mary  Games,  277-5663  Credit:  1 hour  Category  I per  hour  of  attendance 


WESTERLY  HOSPITAL 

Saturday,  November  1 1,  9:30  a.m.  to  3:30  p.m.,  at  Westerly  Yacht  Club,  Watch  Hill  Road 

All-Day  Symposium:  Part  I,  Anesthesia — "Anesthesia  Considerations  in  the  Cardiac  Patient"  by  Gregory 
Coughlin,  MD,  Department  of  Anesthesiology,  Rhode  Island  Hospital,  and  "Malignant  Hyperpyrexia"  by 
Joseph  Ackers,  MD,  Department  of  Anesthesiology,  The  Memorial  Hospital;  Part  II,  Pulmonary  Problems — 
"The  Evaluation  of  Pulmonary  Symptoms:  a pathophysiological  approach"  by  Sidney  S.  Braman,  MD, 
Assistant  Professor  of  Medicine,  Brown  University  Program  in  Medicine,  and  Richard  S.  Irwin,  MD,  Assistant 
Professor  of  Medicine,  Brown  University  Program  in  Medicine  (Registration  is  at  9:00  a.m.  Fee  of  $25  includes 
lunch  and  coffee  break.) 

Contact:  Mrs.  Natalie  Lawton,  596-4961,  Ext.  280  Credit:  4 hours  Category  I 

Saturday,  December  2,  9:30  a.m.  to  3:30  p.m.,  at  Westerly  Yacht  Club,  Watch  Hill  Road 

All-Day  Symposium:  Gastroenterology — "Pathophysiology  of  Peptic  Ulcer  Disease  and  Medical  Therapy"  by 
Herbert  R.  Rakatansky,  MD,  Clinical  Professor  of  Medicine,  Brown  University  Program  in  Medicine,  and 


Westerly  Hospital  (continued) 

Gastroenterologist  at  Rhode  Island  Hospital,  The  Miriam  Hospital,  and  Roger  Williams  General  Hospital 
(Registration  is  at  9:00  a.m.  Fee  of  $25  includes  lunch  and  coffee  break.) 

Contact:  Mrs.  Natalie  Lawton,  596-4961,  Ext.  280  Credit:  4 hours  Category  I 


WOMEN  & INFANTS  HOSPITAL  OF  RHODE  ISLAND 

Friday,  September  29,  at  2:00  p.m.  and  Saturday,  September  30,  at  9:00  a.m. 

Tufts  University  Teaching  Day.  Friday:  "Endometrial  Cancer — a Preliminary  Review  of  the  Women  & Infants 
Hospital  Tumor  Board  Experience"  with  panel  to  include  Karlis  Adamsons,  MD,  Bertram  H.  Buxton,  MD, 
John  Lathrop,  MD,  and  Stuart  Lauchlan,  MD;  Saturday:  "New  concepts  on  the  Interrelationship  between 
Diabetes  and  Pregnancy"  with  panel  to  include  Karlis  Adamsons,  MD,  Richard  Cowett,  MD,  Charles  Kahn, 
MD,  Robert  Schwartz,  MD,  Betty  Vohr,  MD,  and  Jack  Widness,  MD 

Contact:  Mrs.  Beth  Vetter,  274-1100,  Ext.  324 

Saturday,  October  28,  at  9:15  a.m.,  in  Auditorium 

Ob/Gyn  Guest  Lecturer  Program  with  Doctor  Turnbull,  Oxford  University,  England 

Saturday,  December  16 

Ob/Gyn  Guest  Lecturer  Program,  "The  Clinical  Approach  to  the  Surgical  Correction  of  SlU  Associated  with 
Uterine  Prolapse  and/or  Pelvic  Relaxation"  by  David  Nichols,  MD,  Department  of  Ob/Gyn,  Buffalo 
General  Hospital 


Those  interested  in  attending  any  of  the  above  listed  activities  should  check  with  the  contact  person 
listed  for  each  event.  Many  of  these  programs  were  scheduled  far  in  advance  and  it  is  prudent  to  verify  the 
information.  If  no  contact  person  is  listed,  call  863-3337  for  assistance. 


Please  save  these  pages  for  future  reference. 
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4 Message  From  The  Dean 

The  Role  Of  The  Medical  School  In  Cost  Containment 


The  medical  schools  of  the  United  States  as 
a group  periodically  prepare  policy  statements 
pertaining  to  impending  health  professions 
legislation.  In  the  past,  these  policy  state- 
ments have  considered  such  national  prob- 
lems as  the  aggregate  size  of  the  pool  of 
physicians  and  the  maldistribution  of  physi- 
cians in  terms  of  geography  and  specialty. 

The  slowing  dow  n or  containment  of  rising 
costs  in  virtually  every  sector  of  the  economy 
has  now'  become  a national  urgency.  Not 
surprisingly,  cost  containment  of  medical 
education  has  arisen  as  a prominent  subject 
in  recent  hearings  held  by  various  House  and 
Senate  Subcommittees.  Congress  has  thus  far 
postponed  any  relevant  legislative  recom- 
mendation in  deference  to  their  assumption 
that  some  cost  containment  proposals  will 
eventually  be  initiated  by  the  medical  schools 
of  the  United  States.  And  in  recognition  of 
this,  the  Association  of  American  Medical 
Colleges,  this  year,  has  given  cost  contain- 
ment in  medical  education  its  highest  prior- 
ity. (The  AMA  Commission  on  Cost  Con- 
tainment has  already  made  certain  declara- 
tions: namely  to  maintain  the  physician 
supply  at  its  present  level;  to  develop  courses 
in  the  economics  of  health  care  to  be  placed 
within  the  curriculum  of  each  medical  school; 
to  encourage  price  consciousness  on  the  part 
of  physicians,  particularly  in  terms  of  clinical 
laboratories  and  radiographic  and  other 
ancillary  services;  to  conduct  research  toward 
the  establishment  of  cost-saving  innovations; 
to  emphasize,  to  a greater  degree  than  has 
been  done  in  the  past,  health  and  patient  ed- 
ucation programs  in  the  area  of  preventive 
medicine.) 

Cost  containment  in  medical  education  has 


two  aspects;  first,  the  containment  of  the 
total  cost  of  producing  a well-qualified 
physician;  and  second,  the  teaching  of 
cost  containment  to  medical  students  and 
resident  physicians. 

With  regard  to  the  first  of  these  aspects,  a 
committee  study  on  U.S.  medical  education 
reported  earlier  this  decade  that  the  total 
yearly  cost  per  student  (in  1972)  ranged  from 
$16,300  to  $26,400  with  a mean  cost  of 
$19,800.  (Tuition,  typically,  accounted  for 
less  than  one-fourth  of  this  cost.)  Fragmen- 
tary data  for  1977  suggests  a mean  cost  of 
$31,000  per  year,  representing  an  average 
yearly  rise  of  about  11  per  cent.  Unfortu- 
nately, no  well-defined  methodology  is  avail- 
able to  analyze  such  costs  on  a nationwide 
basis  since  most  United  States  medical 
schools  are  part  of  far  larger  economic 
enterprises  which  also  provide  varying  de- 
grees of  health  care  (often  of  a very  complex 
character)  as  well  as  engage  in  extensive 
biomedical  research  programs;  the  typical 
U.S.  medical  school  also  fulfills  a variety  of 
educational  functions  including  graduate 
school  education  and  major  teaching  com- 
mitments in  undergraduate,  dental,  and  allied 
health  professions  schools.  The  complexity 
and  diversity  of  mission  of  the  American 
medical  schools  have  surely  increased  still 
further  in  these  last  few  years.  Some  medical 
schools,  such  as  Brown,  have  clearly  defined 
boundaries;  others  are  indefinably  set  into  an 
educational  syncythium.  A more  meaningful 
and  uniform  accounting  procedure  is  there- 
fore needed  to  dissect  out  of  such  complex 
health  science  center  operations  the  actual 
cost  of  educating  each  medical  student.  Far 
more  reliable  information  is  therefore  needed 
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before  we  ean  state  that  too  little  or  too 
mueh  money  is  expended  on  undergraduate 
and  graduate  medical  edueation. 

The  second  aspect  (i.e.,  the  teaching  of 
cost  containment  to  medical  students  and 
resident  physieians)  should  not  be  underes- 
timated. 1 he  frugal  use  of  our  health  care 
resources  will  clearly  have  a far  greater 
impact  upon  the  nation’s  economy  than  any 
change  in  the  cost  of  educating  physicians 
since  medieal  edueation  represents  a small 
fraction  of  our  health  care  expenditures. 

While  it  is  unlikely  that  a course  in  medical 
economics,  inserted  randomly  somewhere  in 
the  curriculum,  would  have  much  effect  upon 
the  conservative  use  of  professional  resources 
by  future  physicians,  medical  students  at 
every  level  of  their  education  must  neverthe- 
less be  made  aware  of  the  cost  of  each  test, 
intervention  or  action  if  they  are  to  develop  a 
sensitivity  about  cost  containment.  This  is 
not  a matter  only  of  medical  economics  and 
the  use  of  limited  national  resources.  Ethical 
dimensions  are  introduced  when  the  balance 
between  cost  effectiveness  and  human  effec- 
tiveness is  incorporated  into  the  process  of 
medical  decision  making. 

Pilot  cost  control  teaching  programs  are 
currently  being  designed  or  already  imple- 
mented in  the  medical  schools  of  California, 
Illinois,  Ohio,  Wisconsin,  Missouri,  Minne- 
sota and  Rhode  Island.  One  of  the  teaching 
services  affiliated  with  Brown  University  is 
about  to  employ  a system  whereby  each 
resident  reviews  both  the  clinical  chart  and 
the  business  office  print-out  of  diagnostic 
and  therapeutic  expenses  for  the  patients  of  a 
fellow  resident.  Under  this  system,  the 
relevancy  and  appropriateness  of  each  diag- 
nostic test  (as  well  as  the  costs  generated)  are 
subjected  to  reasonably  careful  peer  scrutiny. 
It  is  hoped  that  our  medical  students  will  also 
be  involved  in  these  exercises. 

A few  tentative  observations  have  been 
made  on  other  medical  campuses.  We  do  not 
currently  have  data  to  determine  whether 
these  are  true  in  the  Rhode  Island  region; 

1.  The  greater  use  of  diagnostic  pro- 
cedures emerges  as  a major  cause  of  higher 
costs  of  care  in  a teaching  hospital. 

2.  Education,  medical  audit,  and  peer 
review  can  lead  to  reduced  costs  (although 
such  observations  were  undertaken  for  only  a 
short  span  of  time  and  it  is  premature  to 


assume  that  this  cost  reduction  would  prevail 
indefinitely). 

3.  A lack  of  correlation  exists  between  the 
extent  of  laboratory  usage  and  the  clinical 
competence  of  interns  or  practicing  phy- 
sicians. 

At  this  time,  it  appears  that  the  most 
effective  approach  that  the  medical  schools 
can  undertake  to  reduce  the  nation’s  health 
bill  is  the  teaching  of  medical  students  to  be 
cost-conscious  and  to  be  patient  educators.  If 
physicians  generate  fewer  costs  and  their 
patients  assume  a greater  interest  in  their 
personal  health,  we  may  in  time  see  some 
reduction  in  the  health  care  costs  in  this 
country. 

Stanley  M.  Aronson,  MD 
Dean  of  Medicine 
Brown  University 


Workshop  on  Thyroid  Disease 

Copley  Plaza  Hotel,  Boston 
November  5-7,  1978 

Sponsored  by  the 

American  Thyroid  Association 

This  two  day  program  is  designed  for  practicing 
physicians  in  internal  medicine,  family  practice 
and  surgeons  and  obstetricians  who  do  not  have 
subspecialty  training  in  the  field  of  thyroidology. 
The  workshop  format  emphasizes  practical 
approaches  to  clinical  problems  through  a 
syllabus,  lectures,  small  group  discussions  and 
self-administered  quizzes. 

For  program  and  registrafion  information, 
please  write  to: 

WT  Registration 

Center  for  Continuing  Education 
1307  East  60th  Street 
Chicago,  Illinois  60637 

For  additional  information,  contact  the 
program  chairman: 

Dr.  P.  Reed  Larsen 
Peter  Bent  Brigham  Hospital 
721  Huntington  Avenue 
Boston,  Massachusetts  02115 
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PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 


100  HIGHLAND  AVENUE 
120  DUDLEY  STREET 
38  HAMLET  AVENUE 


PROVIDENCE,  R.l.  331-3996 

PROVIDENCE,  R.l.  331-3996 

WOONSOCKET,  R.l.  766-4224 


SERviNq  Greater  R.I. 

PROvidiiviq  DiAqNOsiic  X-RAy 

Services  to: 

* NuRsiiNq  ANd  CoiwaIescent  Homes 

* ShuT  Ins  ANd  PrIvate  Home  PvtIents 

* Post  SuRqicAl  PvtIents 


SAMEdAy  EXAMINATION  ANd  REpORTiNq 
TeIepItONE  reports  iMMEdlATEly  wItEN  iNdICATEd  OR  REQCESTEd 


Hours:  MoNdAyTiiRuFRldAy 

8 A.M.  TO  5 PM. 

SATURdAy 

8 A.M.  TO  12  NOON 

Our  service  Is  certified  by  the  R.l. 
Department  of  Health.  Reimbursement 
Is  provided  by  Medicare,  R.l.  Blue 
Shield  and  Medical  Assistance. 


100  mg 


250  mg 


500  mg 


Tolinase 

tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  infoi  mation. 


Upjohn 
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© 19  77  THE  UPJOHN  COMPANY 


THE  FIFTEENTH  ANNUAL  MAURICE  N.  KAY  PEDIATRIC  SYMPOSIUM 


"ADVANCES  IN  PEDIATRICS" 

Presented  by 

Department  of  Pediatrics 
Roger  Williams  General  Hospital 

to  be  held  at 

MARRIOTT  INN 

WEDNESDAY,  NOVEMBER  1,  1978 

★ ★ * 

8: 1 5-9:30  a. m. 

Registration  and  Coffee  Hour  in  the  Foyer 

Morning  Session 

9:30  o.m. 

Welcome,  by  Robert  H.  Rothman,  Chairman  of  the  Board  of  Trustees,  Roger  Williams  General 
Hospital 

10:00  o.m. 

"The  Continuous  Search  for  Infectious  Agents  Involved  in  Congenital  Malformations  and  The 
Torch  Syndrome,"  by  Dr.  Andre  Nohmios,  Professor  of  Pediatrics,  Chief,  Infectious  Diseases  and 
Immunology,  Professor  of  Pathology,  Associate  Professor  Preventive  Medicine  and  Community 
Health,  Emory  University  School  of  Medicine,  Atlanta,  Georgia 

1 1 :30  o.m. 

"The  Physiological  Basis  for  the  Management  of  Hyaline  Membrane  Disease,"  by  Dr.  Mildred 
Stohlmon,  Professor  of  Pediatrics,  Vanderbilt  University  School  of  Medicine,  Nashville,  Tennessee 

1 :00  p.m.-2:00  p.m. 

Luncheon  in  the  Marriott  Ballroom 


Afternoon  Session 

2:00  p.m. 

"Nutritional  Problems  in  Childhood,"  by  Dr.  Myron  Winick,  R.R.  Williams  Professor  of  Nutrition, 
Professor  of  Pediatrics,  Director,  Institute  of  Human  Nutrition,  Director,  Center  for  Nutrition, 
Genetics  and  Human  Development,  Columbia  University  College  of  Physicians,  New  York,  N.Y. 

3:30  p.m. 

"The  Diagnosis  and  Management  of  Childhood  Hypertension,"  by  Dr.  Jennifer  Loggie,  Professor 
of  Pediatrics,  University  of  Cincinnoti  and  The  Children's  Hospital  Research  Foundation,  Cincinnati, 
Ohio 

The  moderator  of  the  program  will  be  Dr.  Leo  Stern,  Professor  and  Chairman  of  Pediatrics,  Section 
of  Reproductive  and  Developmental  Medicine,  Brown  University,  Providence,  Rhode  Island 

★ * 

For  further  information,  write  Dr.  Mary  6.  Arnold,  Chairman,  Department  of  Pediatrics,  Roger  Williams 
General  Hospital,  Providence,  Rhode  Island  02908 

Registration  fee  is  S30.00  (includes  luncheon).  Pre-registration  is  desirable. 

This  Continuing  Medical  Education  offering  meets  the  criteria  for  4V?  hours  of  credit  in  Category  1 
for  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 


September,  1978 
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Pediatric  Drops 


100  mg. /ml. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


50073S 


Fiske  Fund  Prize  Dissertation 

1978 


The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  for  the  Prize  Dissertation  of  1978: 


The  Effect  of  Modern  Therapeutics 
Upon  the  Quality  of  the 
Human  Gene  Pool 


For  the  best  dissertation  of  the  subject  worthy  of  a premium 
they  offer  three  prizes:  S500,  S300,  and  S200.  The  dissertation  will  be 
particularly  graded  on  the  basis  of  original  work  by  the  author.  The 
competition  is  not  restricted  to  physicians.  Each  competitor  for  the 
premium  is  expected  to  conform  with  the  following  regulations: 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
fifteenth  day  of  December,  1978,  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accompanying  it  a sealed 
envelope  bearing  the  same  motto  inscribed  on  the  outside  with  his 
name  and  address  withon.  TTie  author’s  name  should  appear  on 
the  title  page  of  the  manuscript. 

Previous  to  receiving  the  premium  awarded,  the  author  of  the 
successful  dissertation  must  transfer  to  the  Trustees  all  his  right, 
title  and  interest  in  and  to  the  same,  for  the  use,  benefit,  and 
advantage  of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  ones,  will  be  returned 
to  the  authors. 

The  dissertations  must  be  typewritten,  double  spaced  on 
standard  typewriter  paper  and  should  not  exceed  10,000  words. 


TRUSTEES,  CALEB  FISKE  FUND 


RHODE  ISLAND  .MEDICAL  SOCIETY 


Secretary 

Miss  Judith  Zimmer 
106  Francis  Street 
Providence,  RI  02903 


Joseph  E.  Caruolo,  M.D. 
Charles  L.  Hill.  M.D. 
Peter  L.  Mathieu,  M.D. 


September,  1978 
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If  you  manage 
your  own  money 
we  can  help  you* 
manage  betier. 


I 


It’s  fun  to  manage  your  own  investments,  but  if 
you’re  managing  a sizeable  portfolio  it’s  certainly  no 
hobby.  Sometimes  you  need  objective,  profes-  j 
sional  advice,  and  that’s  just  what  our  new  9 

InBank  Portfolio  Review  Service  will  give  you . ^ 

First  you’ll  get  a complete  and  careful  analysis 
of  your  portfolio. 

Then  we’ll  help  you  decide  where  you  want 

to  go. 

Because  we’re  on  top  of  every  aspect 
of  the  investment  market,  we  can  give  you  fresh 
ideas.  Acquaint  you  with  the  tax  implications  of 
your  decisions.  And  help  you  make  the  invest- 
ments that  are  right  for  you. 

Since  we  don’t  make  commissions  by  buying 
or  selling  stocks,  you  can  count  on  our  objectivity. 

And  you’ll  be  dealing  with  a team  of  senior 
investment  advisors  that  includes  some  of  the 
best  people  in  the  business,  so  you  can  bank  on 
our  professionalism.  The  InBank  Portfolio 
Review  Service.  It’s  one  small  investment  you 
can  really  profit  from.  Look  for  our  brochure  at  any 
InBank  office,  or  call  Mr.  Gerald  J.  Fogarty,  Jr.  at  278-6675. 

i 

Portfolio  Review  Service. 

Z INBRNK 

INOU8TRUU.  NATIONAL  BANK 


A Survey  Of  Rhode  Island  Motorcycle 
Fatalities  During  1975-1976 


Value  Of  Helmets  Is  Equivocal,  But  They 
Appear  To  Reduce  Severe  Head  Injuries 


By  John  M.  Losee,  MD 
William  Q.  Stumer,  MD 


ihere  is  substantial  continued  interest 
regarding  the  potential  safety  advantages  and 
disadvantages  of  helmet  use  in  the  operation 
I of  motorcycles.'  The  Rhode  Island  State 
j Legislature  repealed  an  existing  mandatory 
, helmet  law  in  June  of  1976.  Thus  it  seems 
appropriate  to  begin  investigating  the  events 
surrounding  motorcycle  accidents  in  this 
state,  noting  any  trends  or  patterns  with 
respect  to  helmet  use  and  injuries  sustained, 
epidemiological  factors,  and  other  related 
influences  on,  and  consequences  of,  serious 
motorcycle  related  trauma. 

! Survey  completed  in  part  during  Forensic  Medicine 
; elective  in  Brown  University  Program  in  Medicine, 
Providence,  Rhode  Island 

JOHN  M.  LOSEE,  MD,  formerly  in  Brown 
University  Program  in  Medicine,  Providence, 
Rhode  Island;  presently  in  the  Department 
of  Family  Practice,  University  of  Colorado 
Medical  Center,  Denver,  Colorado 
\ WILLIAM  Q.  STURNER,  MD,  Director, 

\ Subsection  of  Forensic  Medicine,  and  Asso- 
: date  Professor,  Section  of  Pathology  and 

j Section  of  Community  Health,  Brown  Uni- 
i versity.  Providence,  Rhode  Island;  Chief 
Medical  Examiner,  State  of  Rhode  Island 


Methods  and  Materials 

The  State  Medical  Examiner’s  Office 
contains  files  on  each  motorcycle  fatality 
occurring  in  its  jursidiction;  those  files 
compiled  during  the  calendar  years  1975  and 
1976  were  reviewed.  Most  cases  contained 
the  following  information: 

1.  Death  Certificate  (indicates  victim’s 
name,  age,  sex,  race,  home  address,  accident 
location  and  time,  time  of  death,  cause  of 
death,  and  predisposing  factors). 

2.  Medical  Examiner’s  Scene  Investigation 
Report  (outlines  accident  situation,  social 
history,  circumstances,  and  legally  pro- 
nounces victim’s  death). 

3.  Police  Department  Scene  Investigation 
Report  (documents  road  conditions,  se- 
quence of  events  surrounding  each  accident 
as  told  by  eyewitnesses,  vehicles  involved  and 
conditions  of  post-accident  vehicle  and 
occupants,  evidence  of  helmet  use,  and 
indication  of  legal  action  accruing  from  the 
accident). 

4.  Inspection  or  Autopsy  Report  (indicates 
patterns  of  injury  and  supplies  evidence  for 
information  contained  on  the  Death  Certifi- 
cate; reports  on  all  chemical  and  toxicologi- 
cal tests  run  on  victim’s  urine,  bile,  blood, 
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and  vitreous;  an  inspection  report  includes 
patterns  of  injury  by  observing  only  surface 
markings;  whereas  an  autopsy  report  also 
includes  findings  documented  after  exposing 
the  interior  of  the  cranium,  neck,  chest,  and 
abdomen). 

5.  Related  items  such  as  x-rays,  the  helmet 
worn,  and  photographs. 

From  these  documents  specific  informa- 
tion was  obtained  from  a review  of  each  case. 
The  victim’s  name,  age,  sex,  race,  and  home 
address  were  determined.  The  month,  time  of 
(day  or  night),  location,  and  road  conditions 
(including  road  surface  and  weather)  of  the 
accident  were  noted.  The  motorcycle  type 
and  age  were  ascertained  as  well  as  helmet 
use  (and  injury)  and  an  indication  as  to 
whether  the  victim  was  registered  to  operate 
a motorcycle.  The  length  of  post-accident 
survival  was  calculated,  and  any  evidence  of 
medical  attention  was  listed.  The  cause  of 
death  was  obtained,  and  it  was  noted 
whether  this  determination  was  made 
following  an  autopsy  or  inspection. 

The  patterns  of  injury  as  documented  by 
these  reports  were  graded  as  follows  — all 
injuries  were  assigned  to  one  of  three 
categories:  head /neck;  chest /abdomen;  ex- 
tremities. For  each  category  a tertiary 
grading  system  was  employed  according  to 
the  following  scheme: 

(I)  indicated  the  presence  of  surface 
abrasions,  lacerations,  etc.; 

(II)  indicated  fracture(s)  of  the  particular 
body  region,  as  found  on  x-ray,  palpation,  or 
observation; 

(III)  indicated  internal  (visceral)  injury 
such  as  contusion,  hematoma,  hemorrhage, 
laceration,  rupture,  or  avulsion. 

It  was  not  possible  to  quantitate  these  data 
in  each  case  by  designating  (using  the 
judgment  of  the  pathologist  performing  the 
inspection  or  autopsy)  how  much  any  injury 
contributed  to  the  demise  of  each  victim. 
Thus  the  most  widely  used  “cause  of  death” 
was  listed  as  “multiple  injuries.”  Postmortem 
(occasionally  antemortem)  blood  levels  of 
alcohol  and  drugs  were  also  obtained  in  each 
case. 

A determination  of  whether  or  not  another 
motor  vehicle  was  involved  and  whether  this 
vehicle  was  charged  by  legal  authorities  was 
made.  It  was  further  noted  if  the  incident  was 
labeled  an  “accident”  or  “homicide”  by  the 


Medical  Examiner’s  Office,  and  if  the  victim 
was  reported  to  have  been  speeding  or 
otherwise  driving  recklessly.  It  was  also 
determined  whether  or  not  the  accident 
occurred  at  a curve  or  intersection.  The 
general  situation  of  each  accident  was 
ascertained  and  assignment  of  fault  was 
made  when  obvious. 

Data  and  Results 

A)  Epidemiological  Factors:  There  were 
thirty  fatalities,  twelve  in  1975  and  eighteen 
in  1976. These  consisted  of  twenty-nine  men 
(97  per  cent)  and  one  woman.  Twenty-seven 
of  the  victims  were  white  (90  per  cent),  two 
black  (7  per  cent),  and  one  oriental.  The 
mean  age  was  twenty-five  with  a range  of  14- 
64.  Twenty-six  victims  (87  per  cent)  were  30 
years  old  or  younger. 

Only  eleven  (46  per  cent)  were  registered  to 
operate  a motorcycle  (data  available  on  24 
victims).  In  1976,  where  this  data  is  complete, 
only  44  per  cent  were  registered;  one  victim 
had  had  his  license  suspended  for  the  third 
time  when  he  hgd  his  accident. 

All  accidents  occurred  between  April  and 
November  with  85  per  cent  occurring 
between  May  and  September. 

Eighteen  victims  (60  per  cent)  had  been 
wearing  helmets  during  the  accident;  of  these 
three  were  “assumed”  to  have  been  worn. 
Two  helmets  cracked  during  impact.  One  of 
these  split  after  a bus  ran  over  the  victim’s 
helmeted  head,  and  the  other  broke  following 
its  bearer’s  head  striking  a guardrail  (steel)  at 
approximately  55  mph.  One  individual  had 
always  worn  a helmet  prior  to  the  repeal  of 
the  mandatory  helmet  law;  two  weeks  later 
he  died  in  an  accident  without  wearing  a 
helmet  as  a result  of  “multiple  injuries,” 
which  included  a fractured  skull  but  didn’t 
involve  lethal  injuries  to  the  neck,  chest,  or 
abdomen.  Whether  wearing  a helmet  could 
have  saved  this  man’s  life  or  simply  altered 
lethal  injuries  can  only  remain  conjecture.  In 
1975,  75  per  cent  of  the  fatalities  wore 
helmets  compared  to  50  per  cent  in  1976. 

Ninety  per  cent  of  the  fatalities  were 
judged  to  be  “accidents”;  the  remaining  10 
per  cent  were  “homicides”  on  the  basis  that 
the  other  motor  vehicle  involved  left  the 
scene  (“hit  and  run”). 

Only  two  accidents  (7  per  cent)  involved 
poor  road  conditions:  one  with  sand  on 
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blacktop  and  one  on  a dirt  surfaced  land-fill 
area.  Only  in  the  former  case  was  the  road 
surface  a significant  predisposing  factor  in 
the  accident;  the  latter  involved  a 14  year  old 
boy  who  struck  a fence  cable  at  night, 
apparently  due  to  poor  visibility.  Clear 
weather  existed  in  100  per  cent  of  the 
accidents,  and  93  per  cent  occurred  on  dry 
blacktop.  Forty  per  cent  happened  at  night 
and  7 per  cent  in  twilight. 

Survival  ranged  from  DOA  (dead  on 
arrival  with  the  medical  examiner  at  the 
scene,  or  upon  victim’s  arrival  to  a hospital) 
to  eleven  days.  Fifty  per  cent  of  the  victims 
were  DOA.  The  mean  survival  for  the 
remainder  was  12  hours  (excluding  one 
eleven-day  and  one  five-day  survival). 

Twenty-seven  per  cent  of  the  victims  were 
autopsied;  the  remainder  underwent  inspec- 
tion. It  should  be  mentioned  that  many 
contributing  factors  concerning  the  cause  of 
death  can  be  determined  by  inspection  and  ■ 
laboratory  data  alone.  Autopsies  were  done 
on  all  homicide  victims  and  those  cases 
where  there  was  a question  as  to  the  cause  of 
death,  predisposing  factors,  or  both.  Alcohol 
was  present  in  60  per  cent  of  the  victims’ 
blood  with  a mean  of  0. 14  mg  per  cent  and  a 
range  of  0.02-0.24  mg  per  cent.  Toxicology 
studies  revealed  three  cases  with  carbon 
monoxide  greater  than  10  per  cent,  one  case 
with  barbiturates,  and  another  with  opiates 
(thus  7 per  cent  of  the  cases  involved  drug 
use).  No  marijuana  was  detected  on  fingers 
or  lip  washings  from  any  of  the  victims. 

Eight  of  the  accidents  involved  curves  in 
the  road  (27  per  cent),  and  sixteen  occurred 
at  intersections  (53  per  cent);  three  of  these 
involved  both  curves  and  intersections.  Thus 
only  30  per  cent  did  not  involve  a curve  or 
intersection. 

Data  were  available  in  only  14  cases 
concerning  motorcycle  type.  Year  of  make 
ranged  from  1971  to  1976.  Motorcycle  types 
were  as  follows;  4 Honda,  4 Kawasaki,  3 
Harley  Davidson,  2 Suzuki,  and  1 Yamaha. 
No  information  regarding  motorcycle  size 
was  available. 

[“Other”  motor  vehicles  were  involved  in  60 
per  cent  of  the  accidents;  one  involved  an 
automobile  and  a bus,  one  involved  a truck, 
t and  all  others  involved  a single  automobile. 
Five  “other”  vehicles  were  charged  by  legal 
authorities  as  follows:  3 “hit  and  run,”  1 


intoxicated  driving,  and  1 vehicle  which 
failed  to  pass  inspection.  Although  a fault 
could  not  be  explicitly  determined  in  7 cases, 
it  was  concluded  (according  to  police 
documents  based  on  eye-witness  reports)  that 
83  per  cent  of  the  remaining  accidents  were 
caused  by  motorcycle  driver  error  and  the 
residua  by  “other”  vehicle  error.  Motorcycle 
speeding  occurred  in  40  per  cent  of  the 
fatalities  according  to  witnesses;  one  person 
lost  control  of  his  motorcycle  at  120  mph. 

Situations  surrounding  the  fatalities  were 
varied.  Three  motorcyclists  were  observed  to 
be  intoxicated  prior  to  their  accidents 
(confirmed  by  post-mortem  blood  tests), 
while  another  three  were  seen  to  be  driving 
recklessly  (speeding  not  included  here) 
shortly  before  their  demise.  One  woman  was 
a passenger  on  the  motorcycle  (driver  was 
not  killed);  all  other  victims  were  drivers  and 
alone  on  their  motorcycle.  Two  accidents 
occurred  when  the  motorcycles  attempted  to 
pass  automobiles.  Seven  motorcycles  hit 
fixed  objects,  and  seven  riders  were  seen  to 
“lose  control”  of  their  vehicles,  w'ith  this  as 
the  apparent  cause  of  the  accident.  There  was 
one  case  of  the  “other  vehicle’s  driver  being 
intoxicated,”  and  two  cases  (excluding  the 
“hit  and  run”  incidents)  where  the  “other 
vehicle  hit  the  motorcycle,”  whereas  in  all 
other  cycle-vehicle  accidents  it  was  judged 
that  “the  motorcycle  struck  the  motor 
vehicle.” 

The  accident  locations  most  involved  were 
Providence  (27  per  cent),  Warwick  (7  per 
cent),  Cranston  (7  per  cent),  Smithfield  (7 
percent),  and  Johnston  (7  per  cent). 

Townships  of  victim  residency  most  repre- 
sented were  Providence  (27  per  cent), 
Warwick  (14  per  cent),  Cranston  (7  per  cent), 
and  North  Kingstown  (7  per  cent).  Fifty  per 
cent  of  the  accidents  occurred  in  the  same 
township  in  which  the  victim  resided 
(including  7 cases  in  Providence,  2 in 
Warwick,  1 in  Woonsocket,  1 in  Coventry,  2 
in  North  Kingstown,  1 in  Bristol,  and  1 in 
Fall  River,  Massachusetts). 

B)  Pattern  of  Injuries:  Table  1 shows  the 
various  “causes  of  death”  as  recorded  on  the 
Death  Certificate.  Next  to  each  “cause  of 
death”  are  figures  designating  those  victims 
and  the  percentage  wearing  helmets  (H). 
Seventeen  died  of  “multiple  injuries”  (MI), 
the  largest  of  any  category,  and  9 of  these  (53 
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per  cent)  wore  helmets;  three  of  these  Ml 
victims  had  “head  injuries”  recorded  as  the 
secondary  cause  of  death  (2  of  these  or  66  per 
cent  wore  helmets).  Ihe  second  highest 
catogory  of  “cause  of  death”  was  “cranio- 
cerebral trauma”:  5(17  per  cent)  of  which 
3(60  percent)  wore  helmets.  Next  in  order  of 
frequency  was  “head/chest”  injuries:  2(7 
percent)  of  the  total,  1 of  which  wore  a 
helmet,  and  “thoracic  internal  injuries”:  2(7 
per  cent)  of  the  total,  both  of  which  wore 
helmets  and  neither  of  which  suffered  any 
head  injury.  One  individual  succumbed  to  a 
“fractured  cervical  spine”;  he  was  not 
wearing  a helmet.  Thus  11(37  percent) 
individuals  had  head  or  neck  injuries,  or  both 


TABF.E  1 

Tabulation  of  “C  auses  of  fJeath”  as  listed  on 
Death  Certificates 

■>  Num-  % of 

Cause  of  Death  her  Total  (H) 


Multiple  Injuries* 17  57 

Craniocerebral  Trauma 5 17 

Thoracic  Internal  Injuries**  2 7 

Multiple  Skeletal  Injuries  I 3 

Thoracic/ Abdominal  Injuries  ....  2 7 

Head  Chest  Injuries  2 7 

Fractured  Cervical  Spine  1 3 


9 

3 

2 

1 

2 
I 

0 


(H)=  Helmet  Worn 

*Three  had  secondary  cause  of  death  listed  as  “Head 
Injuries”:  2(H' 

**No  Head  Injuries  Demonstrated 


listed  as  a primary  or  secondary  cause  of 
death;  6 of  these  (55  per  cent)  wore  helmets. 

Table  2 summarizes  the  results  from  the 
inspection  and  autopsy  reports  and  docu- 
ments many  injuries  not  apparent  from  the 
above  data  derived  from  Death  Certificates, 
which  was  less  exact,  particularly  with 
respect  to  those  deaths  labeled  “multiple 
injuries.”  I'his  table  shows  a very  high 
percentage  of  superficial  injuries,  grade  (1),  in 
all  three  body  area  categories.  Ninety  per 
cent  of  all  victims  had  surface  trauma  on 
their  head  and  necks  and  extremities  while 
eighty  per  cent  had  similar  injuries  on  their 
chests  and  abdomens. 

Grade  (II)  indicates  fractures  of  the  various 
body  regions.  Sixty-three  per  cent  of  all 
victims  suffered  fractures  of  the  extremi- 
ties whereas  fifty-three  per  cent  had  fractures 
of  ribs,  clavicles,  pelvic  girdles,  or  combina- 
tions thereof.  Fourteen  of  the  19  victims 
having  fractures  of  extremities  were  labeled  as 
“MI”  victims  (82  per  cent  of  those  labeled  as 
“MI”).  Grade  (II)  for  Head /Neck  is  subdivid- 
ed into  neck  fractures  (cervical  spine  or 
laryngeal),  facial  fractures,  and  skull  frac- 
tures. Ten  victims  with  “Ml”  as  their  cause  of 
death  had  such  fractures  (59  per  cent)  which 
unveils  7 new  “MI”  victims  as  having 
head  neck  trauma  without  such  indication  on 
their  Death  Certificates. 

Four  individuals  had  neck  fractures  ( 13  per 
cent  of  the  total):  75  per  cent  of  these  wore 
helmets.  Three  of  these  four  individuals  had 
fractured  cervical  spines  and  one  had  a 


TABLE  2 

GRADING  OF  INJURIES  FROM  AUTOPSY  AND  INSPECTION  REPORTS 


(I)  Superficial 


A.  Head  Neck  27(90%) 

b.  Chest /Abdomen  24(80%) 

c.  Extremities 27(90%) 


(II)  Fractures 

(III)  Visceral  Injury 

*Neck 

4(13%) 

3(H) 

**Neck  3(10%) 

2(H) 

Skull 

14(47%) 

6(H) 

Brain  11(37%) 

7(H) 

Face 

3(10%) 

3(H) 

Face  0 

0 

Total 

21(70%) 

12(H) 

Total  14(47%) 

9(H) 

16(53%) 

20(67%) 

19(63%0 

0 

(H)=HeImet  Worn 

*One  fracture  of  the  larynx  and  three  cervical  spine  fractures 
**Two  deep  hematomas  and  one  transection  of  the  great  vessels 
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probable  laryngeal  fracture.  Three  individu- 
als had  facial  bone  fractures  ( 10  per  cent  of  all 
victims),  and  all  of  these  wore  helmets. 
Fourteen  individuals  (47  per  cent  of  total)  had 
skull  fractures,  and  43  per  cent  of  these  wore 
helmets.  Thus  a total  of  21  (70  percent  of  all 
victims)  had  head  or  neck  fractures,  or  both, 
which  are  serious  and  potentially  lethal  forms 
of  trauma;  60  per  cent  of  these  individuals 
wore  helmets. 

Grade  (III)  injuries  of  the  chest  or 
abdomen,  or  both  occurred  in  20  (67  per  cent 
of  total  victims)  individuals.  Thirteen  of  these 
were  labeled  as  “MI”  (76  per  cent  of  all  MI 
victims  had  grade  (III)  injuries).  Grade  (III) 
injuries  of  the  head  or  neck,  or  both  were 
subdivided  into  deep  neck  injuries  and  brain 
injuries.  Note  that  7 individuals  listed  as  “MI” 
(41  per  cent  of  the  “MI”  victims)  sustained 
such  injury.  Three  (10  per  cent  of  total) 
individuals  had  significant  deep  soft  tissue 
injury  of  the  neck;  two  had  hematomas  and 
one  had  the  great  vessels  in  his  neck 
transected.  Two  of  these  (66  per  cent)  wore  a 
helmet.  Eleven  (37  per  cent  of  all  accident 
victims)  sustained  grade  (III)  brain  injuries, 
seven  of  which  (64  per  cent)  wore  helmets. 
Thus  a total  of  14(47  per  cent  of  total) 
sustained  grade  (III)  head  or  neck  trauma,  or 
both,  9 of  whom  (64  per  cent  ) wore  helmets. 

Seven  individuals  received  no  more  than 
superficial  injuries  to  their  heads  and  necks 
(23  per  cent  of  all  victims),  and  five  of  these 
wore  helmets  (71  per  cent).  It  is  of  interest  that 
one  individual  gave  a history  of  having  had  a 
previous  cervical  spine  fracture  with  therapeu- 
tic fusion  in  1969.  He  died  of  “MI”  including  a 
skull  fracture  but  with  no  evidence  of  neck 
injury.  He  was  wearing  a helmet  during  his 
aecident. 

Discussion 

It  appears  that  the  yearly  number  of 
motoreycle  fatalities  is  rising,  but  continued 
documentation  and  follow-up  studies  are 
necessary  to  determine  the  rate  of  increase. 
The  vast  majority  of  victims  are  white  males 
in  their  mid-twenties.  More  than  half  of  the 
vietims  were  not  licensed  to  operate  a 
motorcycle.  This  perhaps  indicates  that  many 
fatal  motorcycle  aecidents  involve  inexperi- 
enced operators.  All  motorcycles  involved  in 
fatal  aceidents  were  registered. 

In  1975  there  were  17,185  registered 


motorcycles  in  Rhode  Island  and  16,926  in 
1976.  No  data  were  available  from  the 
Department  of  Motor  Vehicles  regarding  the 
number  of  licensed  individuals  for  these 
years.  In  1975  there  were  472  motorcycle 
accidents  including  12  fatalities,  286  non- 
fatal  personal  injuries,  and  174  property 
damage  incidents.  These  data  were  not 
available  for  1976.  Using  1975  data,  it 
appears  that  there  are  many  more  motorcycle 
users  than  registered  motorcycles.  This  factor 
may  be  as  high  as  1. 5-2.0  if  we  use  the  data 
from  the  fatality  population  as  an  indication 
of  the  total  number  of  users  with  respect  to 
licensed  motorcycles  (this  ignores  passengers, 
which  would  further  increase  the  factor). 

In  1975,  2.76  per  cent  of  all  motorcycles 
were  involved  in  an  accident.  Thus  it  is 
probable  that  between  1.3-1. 8 per  cent  of 
motorcycle  users  were  involved  in  accidents 
(this  latter  estimate  uses  the  factors  1. 5-2.0 
derived  from  the  fatality  statistics  above).  In 
this  same  year  1.7  per  cent  of  motorcycles 
were  involved  in  an  accident  resulting  in  non- 
fatal  injury  to  their  drivers,  indicating  that 
between  0.8  and  1.1  per  cent  of  motorcycle 
users  were  involved  in  similar  injury.  In  this 
same  year  about  0.07  per  cent  of  all 
motorcyeles  were  involved  in  fatal  accidents 
or  about  0.03-0.045  per  cent  of  all  motorcycle 
users  were  killed,  or  about  0.3  deaths  per 
1000  cyclists.  These  figures  increased  to 
about  0. 1 1 per  cent  of  motorcycles  involved 
in  a fatal  aceident  in  1976,  or  0.06-0.17  per 
cent  of  motorcycle  users  killed  that  year  on 
their  motorcycles.  Thus  between  8.5  and  10.5 
per  1000  motorcycle  drivers  sustained  per- 
sonal injury  or  were  killed  in  Rhode  Island  in 
1975. 

An  approximately  bell-shaped  curve  cen- 
tered around  mid-summer  exists  for  fre- 
quency of  total  accidents  with  respeet  to 
month  of  year.  This  is  what  would  be 
expected,  since  there  does  seem  to  be  a rather 
obvious  “motorcycle  season.” 

Three-fifths  of  all  fatalities  in  motorcycle 
accidents  involved  operators  or  riders  wear- 
ing helmets.  About  1 in  10  helmets  worn 
were  broken  during  the  impact  of  the 
accident.  The  trend  toward  discarding  hel- 
mets sinee  the  repeal  of  the  mandatory 
helmet  law  seems  evident  in  that  riders  in 
only  half  of  the  fatalities  in  1976  wore 
helmets,  whereas  three-quarters  of  those  who 
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died  in  1975  wore  helmets.  During  this  same 
period  fatalities  increased  by  59  per  cent 
(from  1975  to  1976)  though  the  number  of 
registered  motorcycles  (and  possibly  users) 
remained  about  the  same  or  slightly  de- 
creased. rhis  is  insufficient  evidence  to 
incriminate  helmet  non-use  in  the  worsening 
statistics  between  1975  and  1976,  but  it  is 
suggestive.  This  will  be  discussed  further 
below  when  injury  types  are  correlated  with 
helmet  use. 

The  vast  majority  of  fatalities  were  acci- 
dental in  nature,  but  two  victims  were  judged 
to  be  homicides  on  the  basis  of  legal 
definition  (“hit  and  run”),  as  the  other  vehicle 
failed  to  render  assistance  and  left  the  scene. 
One  incident  still  has  no  suspect  and  is 
unresolved. 

Most  accidents  occurred  in  good  weather 
and  with  good  road  conditions.  However, 
poor  road  conditions  can  contribute  signifi- 
cantly to  individual  accident  situations. 
Almost  half  of  the  fatalities  occurred  at  times 
of  reduced  visibility  (night  and  twilight). 

Half  of  those  involved  in  motorcycle 
fatalities  died  instantly,  with  the  other  half 
surviving  an  average  of  one-half  day,  while 
two  survived  up  to  a week. 

Autopsies  were  done  on  one  quarter  of  the 
victims;  laboratory  studies  were  completed 
on  each  case.  Alcohol  was  present  in  three- 
fifths  of  all  fatalities,  with  an  average  level 
well  above  that  necessary  to  seriously 
compromise  operating  ability.  Carbon  mon- 
oxide was  elevated  in  10  per  cent  of  the  cases, 
probably  from  motorcycle  exhaust  or  smok- 
ing, or  both.  Two  cases  involved  drugs, 
which  were  detected  in  body  fluids.  No 
previous  marijuana  use  was  evident. 

It  is  significant  that  7 of  10  accidents 
occurred  at  curves  or  intersections,  or  both. 
Curves  were  involved  in  over  one-quarter  of 
the  cases  and  intersections  in  over  one-half. 
Thus,  motorcyclists  are  vulnerable  to  certain 
road  characteristics. 

No  useful  conclusions  can  be  reached 
concerning  motorcycle  type,  age,  or  size. 
Cycle  size  may  contribute  to  significant 
correlations,  but  data  will  have  to  be 
obtained  with  regularity  in  the  future  in 
order  for  this  variable  to  be  investigated.  For 
example,  light-weight  cycles  may  be  impli- 
cated due  to  their  being  operated  by 
relatively  less  experienced  drivers  and  per- 


haps secondarily  due  to  their  supposed  lesser  : 
stability  in  some  situations.  i[ 

Three-filths  of  the  fatalities  involved  an-  j 
other  motor  vehicle.  About  a quarter  of  these 
other  vehicles  were  charged  by  legal  authori- 
ties as  being  at  fault.  Overall,  in  more  than  8 I 
of  10  accidents  the  motorcyclist  was  at  fault. 
Speeding  was  implicated  in  40  per  cent  of  the 
fatalities.  In  one  out  of  five  fatalities  the  | 
driver  had  been  observed  prior  to  the  ! 
accident  to  be  intoxicated  or  driving  reck-  i 

lessly.  The  vast  majority  of  accidents  in-  { 

volved  a solo  driver  motorcyclist.  In  one  in  ! 
five  accidents  loss  of  control  by  the  victims  | 
was  thought  to  be  the  sole  reason  for  the 
accident.  In  most  cycle-  vehicle  accidents  it 
was  the  motorcycle  that  struck  the  motor 
vehicle. 

Although  motorcycle  fatalities  occurred 
throughout  the  state,  the  incidence  was 
roughly  proportional  to  the  population  of  the 
area  of  occurrence.  One-half  died  in  the 
township  in  which  they  lived. 

“Multiple  Injuries”  was  the  “cause  of  j 
death”  for  over  half  of  the  fatalities,  but  j 
many  serious  injuries  were  masked  by  this  * 
category.  Thus,  any  study  b^sed  on  reviewing  I 
only  Death  Certificates  may  exclude  some 
important  additional  data  that  are  available  ! 
from  the  inspection  and  autopsy  reports.  I 
From  the  Death  Certificate  alone  it  can  be  j 
determined  that  approximately  4 of  10  \ 

individuals  died  of  serious  injuries  of  the  ' 
head  or  neck,  or  both  and  half  of  these  | 
individuals  wore  helmets.  It  cannot  be  | 
ascertained  from  these  statistics  alone  wheth-  ^ 

I 

er  the  use  of  a helmet  has  a protective  or  • 
endangering  role.  It  appears  that  in  many 
accidents  helmets  were  insufficient  to  yield  ' 
any  life-saving  protection  against  the  | 
massive  force  that  some  individuals  sustain  ! 
on  impact.  According. to  the  Death  Certifi-  ! 
cates,  the  majority  of  fatalities  occur  from 
injuries  to  parts  other  than  the  head  and  j 
neck.  Thus,  in  only  certain  individual  cases  j 
would  helmets  have  had  an  important  role  to  i 
play,  and  it  would  require  a study  of  non-  ! 
fatal  motorcycle  accidents  to  define  these  | 
situations.  However,  more  information  was  j 
obtained  from  the  autopsy  and  inspection 
reports.  All  individuals  sustained  some  form 
of  superficial  injury,  and  in  the  vast  majority 
of  cases  the  trauma  involved  all  body  areas 
(extremities,  chest /abdomen,  and  head/ 
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neck.  When  studying  the  data  from  these 
sources  one  finds  seven  cases  among  the 
“MI”  victims  with  injuries  to  the  head  or 
neck,  or  both  comprised  of  fractures  not 
stated  on  Death  Certificates. 

Three  of  the  four  victims  with  fractured 
necks  wore  helmets,  which  may  suggest  that 
helmets  are  implicated  in  contributing  to  this 
form  of  injury  (or  at  least  are  not  providing 
protection).  More  data  are  needed  to  confirm 
or  disprove  this  finding.  All  three  of  those 
with  facial  bone  fractures  wore  helmets, 
suggesting  that  helmets  do  not  protect 
against  such  injury. 

Half  of  the  fatal  accident  victims  sustained 
skull  fractures,  about  40  per  cent  of  whom 
wore  helmets.  Thus,  although  helmets  do  not 
always  prevent  such  injury,  they  have  a 
protective  role  in  some  cases.  This  concept  is 
further  supported  by  the  fact  that  5 of  the  7 
victims  who  sustained  no  head  neck  injury, 
or  injury  not  greater  than  grade  (I),  wore 
helmets. 

Two-thirds  of  all  victims  had  fractures  of 
the  head  or  neck,  or  both,  of  whom  60  per 
cent  wore  helmets;  two-thirds  of  all  victims 
had  internal  injuries  of  the  chest  or  abdomen, 
or  both.  More  than  one-half  of  these  were 
labeled  as  “MI”  cases;  and  two-thirds  of  the 
individuals  sustaining  deep  neck  injury  wore 
helmets.  This  again  suggests  that  helmets 
may  be  implicated  in  neck  trauma. 

Approximately  40  per  cent  of  the  victims 
sustained  brain  injury,  two-thirds  of  whom 
! wore  helmets.  Again,  a study  of  non-fatal 
I accidents  is  required  to  confirm  and  quantify 
i this  figure. 

; No  absolute  formations  can  be  made  about 
i helmet-wearing.  Their  use  seems  to  be 
! associated  with  an  increased  incidence  of 
I neck  injury,  and  they  seem  not  to  protect 
i against  facial  fracture  or  many  closed-head 
( injuries.  On  the  other  hand,  they  may  prevent 
) some  skull  fractures,  and  their  use  appears  to 
J be  associated  with  fewer  serious  head  neck 
1 injuries  of  all  forms. 

; Comparison  of  “head  and  neck”  injuries 
i occurring  in  1975  with  those  in  1976  is 
i important,  since  the  former  year  yields  data 
' during  the  mandatory  helmet  law,  while  the 
, latter  represents  the  first  year  when  helmet 
: use  was  not  legally  required.  Using  the 
information  contained  in  the  Death  Certifi- 
cate (a  total  of  1 1 deaths  officially  due  to 


craniocerebral  trauma  during  these  two 
years,  6 of  which  occurred  while  using 
helmets)  one  finds  that  in  1975,  8 deaths  (66 
per  cent)  resulted  from  trauma  to  the  head  or 
neck,  or  both;  4 of  these  victims  (50  per  cent) 
wore  helmets.  In  1976,  three  (17  per  cent) 
were  described  as  having  fatal  craniocerebral 
trauma,  one  of  whom  (33  per  cent)  wore  a 
helmet.  Thus,  from  these  data  alone,  it 
appears  that  fatal  injury  to  the  head  or  neck, 
or  both  was  drastically  diminished  (in  both 
absolute  number  and  percentile  of  total 
deaths  from  motorcycle  accidents).  As  has 
been  stated  previously,  the  data  on  the  Death 
Certificate  omitted  much  information.  This 
perhaps  resulted  in  a faulty  interpretation  of 
the  true  picture  of  injury  patterns,  at  least  in 
magnitudes  of  change. 

A more  comprehensive  view  of  the  total 
available  data  may  be  obtained  by  examining 
the  inspection  and  autopsy  patterns  of  injury 
to  the  head  or  neck,  or  both.  A total  of  ten 
(83  per  cent)  individuals  had  trauma  of  grade 
II  or  III,  or  both  of  the  head  neck  in  1975, 
seven  (70  per  cent)  of  whom  wore  helmets. 
This  compares  with  a total  of  thirteen  (72  per 
cent)  individuals  in  1976  who  sustained 
similar  injury,  six  (46  per  cent)  of  whom 
wore  helmets.  Examination  of  these  data 
(though  admittedly  the  population  data  base 
is  small)  supports  the  conclusion  from  the 
Death  Certificate.  However,  the  decrease  in 
percentage  of  incidence  of  trauma  of  the 
head  or  neck,  or  both  from  1975  to  1976  (83 
per  cent  to  72  per  cent)  is  much  less  than  the 
Death  Certificate  data  suggest  (66  per  cent  to 
17  per  cent)  and  in  fact  represents  a rather 
small  marginal  decrease,  the  statistical  signi- 
ficance of  which  is  questionable.  In  any  case, 
no  increase  was  found  in  head  or  neck 
trauma  during  the  first  year  without  a 
mandatory  helmet  law'. 

Thus  from  the  more  accurate  data  source 
it  appears  that  during  the  first  year  without  a 
mandatory  helmet  law'  the  percentage  of 
victims  suffering  fatal  injury  to  the  head  or 
neck,  or  both  decreased  slightly,  but  this  was 
accompanied  by  a decrease  in  helmet  usage 
among  those  involved  in  this  type  of  serious 
injury.  Although  reduced  helmet  usage  dur- 
ing these  two  years  correlates  with  a reduced 
incidence  of  head  neck  trauma  among  fatal- 
ity victims,  a cause-and-effect  relationship 
between  the  two  types  of  data  does  not 


A Survey  Of  Rhode  Island  Motorcycle  Fatalities  During  1975-1976 


339 


necessarily  exist.  Again,  it  is  emphasized  that 
data  derived  from  survivors  of  motorcycle 
accidents  may  yield  more  specific  informa- 
tion concerning  the  safety  advantages  of 
helmet  use,  since  those  suffering  fatal  injuries 
usually  sustain  massive  traumatic  insults  to 
the  entire  body. 

Conclusions 

This  study  of  epidemiological  factors  and 
patterns  of  injury  with  respect  to  helmet  use 
among  those  involved  in  fatal  motorcycle 
accidents  in  Rhode  Island  during  1975  and 
1976.  Follow-up  studies  in  succeeding  years 
could  provide  additional  data  and  a more 
valid  statistical  analysis.  A study  of  non-fatal 
motorcycle  accidents  is  warranted  and  would 
supply  useful  information  regarding  the 
“helmet  debate.” 

Addendum 

During  the  calendar  year  1977  there  were 
21  fatal  motorcycle  accidents  2 of  which 
involved  “trail  bikes”  which  struck  each 
other.  There  were  20  operators  and  1 
passenger.  Seven,  or  one-third,  wore  helmets. 
Twelve  cases  were  certified  as  having  sus- 
tained head  injuries,  four  of  whom  wore 
helmets.  Five  victims  had  alcohol  in  their 
systems  with  one  showing  narcotics  and 
other  drugs.  Compared  to  the  previous  two 
years,  there  was  an  increase  in  total  number 
of  fatalities,  a decrease  in  operators  wearing 
helmets,  but  a similar  number  dying  from 
head  trauma.  There  was  a decrease  in  the 
number  with  alcohol  in  their  systems,  but  a 
similar  number  utilizing  drugs. 
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WhaVs  the  difference,  so  long 
as  youVe  healthy? 

Perhaps  I shouldn’t  introduce  a mo- 
ment of  levity  into  this  situation,  but  our 
religious  beliefs  do  influence  our  think- 
ing. 1 am  reminded  of  a doctor  who  had 
three  patients  who  all  appeared  to  be 
terminal  cases.  When  the  doctor  asked 
one  of  the  patients,  an  Irishman,  if  he 
had  a final  wish,  the  man  replied,  “Well,  I 
haven’t  been  to  church  for  quite  a while. 
I’d  like  to  see  a priest.”  The  doctor  said 
all  right. 

The  next  patient  was  an  atheist,  and 
the  doctor  asked  the  same  question.  The 
atheist  replied,  “Well,  I’ve  got  a son. 
We  had  a fight  about  10  years  ago,  and  1 
haven’t  seen  him  since.  I’d  sort  of  like  to 
make  up,  if  he  would  just  come  by  to 
say  good-bye.” 

The  third  patient  was  a Hebrew,  who 
thought  about  the  question  for  a moment 
and  said,  “Yes,  I’d  like  a consultation.” 

. . . J.  Englebert  Dunphy,  senior 
statesman  of  surgery.  From 
lecture  on  “Ethics  in  Sur- 
gery.” (Bu//  Am  Coll  Surg 
63:8,  Jun  78). 
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Toxic  Megacolon  In  Inflammatory  Bowel 
Disease:  A New  Perspective 


The  Role  Of  Granutomatous  Colitis  In  Toxic 
Megacolon  May  Equal  Or  Exceed  That  Of 
Ulcerative  Colitis 


By  Roy  Carman,  MD 

Edward  A.  lannuccilli,  MD 
Walter  R.  Thayer,  MD 


Toxic  megacolon  is  a dreaded  complication 
of  inflammatory  bowel  disease  (IBD).  Since 
first  reported  25  years  ago,  authors  have 
associated  toxic  megacolon  with  ulcerative 
colitis.'*^  Toxic  megacolon  complicating  gran- 
ulomatous colitis  or  other  inflammatory 
lesions  of  the  colon,  on  the  other  hand,  is 
thought  to  be  a much  rarer  occurrence.  The 
purpose  of  this  paper  is  to  describe  our 
experience  with  toxic  megacolon,  which  is  at 
variance  with  current  dogma,  and  then  to 
present  a critical  review  of  the  literature 
which  will  suggest  a different  approach  to 
this  entity. 

Case  Descriptions 

In  the  past  four  years  we  have  had  four 
cases  of  toxic  megacolon  complicating  IBD. 

Case  1.  This  25-year-old  female  com- 
plained of  crampy  abdominal  pain  and 
bloody  diarrhea  of  three  months  duration.  A 

From  the  Department  of  Medicine,  Division  of  Gas- 
troenterology, Rhode  Island  Hospital  and  the  Division 
of  Biological  and  Medical  Sciences,  Brown  University, 
Providence,  Rhode  Island.  Presented  at  the  Regional 
Meeting,  American  College  of  Physicians,  Hanover, 
New  Hampshire,  October  1.  1976. 


barium  enema  performed  early  in  the  onset 
of  her  illness  showed  multiple  linear  ulcera- 
tions in  the  transverse  colon.  The  clinical 
diagnosis  of  granulomatous  colitis  was  made. 
The  patient  presented  in  a dehydrated  and 
toxic  state  with  a temperature  of  103°  and  a 
distended  tender  abdomen.  Total  white  blood 
cell  (WBC)  count  was  20,600  with  a shift  to 
the  left.  Initial  therapy  consisted  of  ACTH, 
intravenous  fluid  replacement,  and  nasogas- 
tric (NG)  suction.  However,  rapid  clinical 
deteroration  in  association  with  serial  plain 
films  showing  markedly  dilated  colon  (Fig  1) 
prompted  a total  proctocolectomy.  Grossly, 
the  surgical  specimen  showed  deep  linear 
ulcerations,  especially  in  the  ascending  por- 
tion of  the  colon.  In  areas  of  confluent 
ulceration  some  mucosal  bridges  were 
spared.  The  colon  measured  9 cm  in  width 
with  a considerable  amount  of  fibroadipose 
tissue  attached  to  the  bowel.  The  microscopic 
examination  showed  ulceration  extending  to 
the  muscularis  mucosa  with  hypertrophy  of  the 
muscular  layer.  The  inflammatory  change  was 
transmural  (Fig  2)  with  serosal  thickening. 
There  was  goblet  cell  proliferation. 
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Figure  1 Plain  film  of  the  abdomen  in  a patient  with 
toxic  megacolon. 


1 1 Figure  2 Typical  transmural  inflammatory  involve- 
! ment  noted  in  toxic  megacolon. 


Case  2.  This  was  a 20-year-old  female 
who  presented  with  abdominal  pain,  disten- 
tion, and  severe  vomiting.  Sigmoidoscopy  at 
that  time  demonstrated  an  inflamed  friable 
mucosa,  and  barium  enema  was  interpreted 
as  showing  “ulcerative  colitis.”  There  was  a 
family  history  of  regional  enteritis.  She 
initially  responded  to  steroid  therapy,  but 
relapsed  several  weeks  later  and  was  readmit- 
ted to  the  hospital  with  a distended  tender 
abdomen  and  a temperature  of  102°.  Total 
WBC  count  was  17,500,  and  plain  film  of  the 
abdomen  revealed  a markedly  dilated  colon. 
Therapy,  which  consisted  of  NG  suction, 
intravenous  fluids,  and  corticosteroids,  was 
ineffective.  A total  proctocolectomy  was 
performed  after  48  hours  of  hospitalization. 
The  colon  was  grossly  dilated  to  9 cm  with 
patchy  areas  of  gangrenous  change.  Micro- 
scopically, areas  of  large  ulceration  e.xtended 
into  the  muscularis  mucosa  in  a patchy 
fashion.  Throughout  the  specimen  a trans- 
mural infiltrate  with  serosal  involvement 
predominated,  but  no  granuloma  were  noted. 

Case  3.  This  was  a 46-year-old  male 
presenting  with  a three-week  history  of 
bloody  diarrhea,  nausea,  and  vomiting. 
During  that  time  he  had  received  Tomotil®, 
ampicillin,  and  ACTH,  after  a diagnosis  of 
inflammatory  bowel  disease  had  been  made  6 
months  previously  by  sigmoidoscopy  and 
barium  enema.  On  physical  examination  the 
patient  appeared  toxic  and  had  a tempera- 
ture of  101°.  Total  WBC  count  was  13,  600 
with  a shift  to  the  left.  The  abdomen  was 
distended  and  tender  with  hypoactive  bowel 
sounds.  Nasogastric  suction,  intravenous 
fluids,  and  corticosteroids  did  not  alter 
progressive  clinical  deterioration  or  the 
increasing  dilatation  of  the  colon  on  x-ray 
examination.  On  the  fourth  hospital  day  a 
total  proctocolectomy  was  performed.  The 
colon  was  dilated  to  7 cm  and  revealed 
microscopic  changes  of  a transmural  in- 
flammatory process.  Ulcerations  extended 
into  the  muscularis  with  overhanging  edges 
of  normal-appearing  mucosa,  and  goblet  cell 
proliferation  occurred  where  mucosa  was 
intact.  The  serosa  was  involved  with  inflam- 
matory changes  and  there  was  muscular 
hypertrophy,  but  again  no  granuloma  were 
noted. 

Case  4.  This  was  a 26-year-old  female 
who  presented  with  bloody  diarrhea  of  three 
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months  duration.  F’ast  history  was  non- 
contributory. I’hysical  examination  revealed 
patient  to  be  dehydrated  and  toxic- 
appearing with  a temperature  of  102°.  lotal 
WBC  count  was  22,500  with  a shift  to  the 
left.  The  abdomen  was  markedly  distended 
with  hypoactive  bowel  sounds.  Sigmoido- 
scopy showed  ulcerated  granular  friable 
mucosa.  Despite  NC»  suction,  intravenous 
fluids,  and  corticosteroids,  the  colonic  dila- 
tion progressed  on  plain  film  x-ray  examina- 
tion to  over  10  cm.  On  the  16th  hospital  day 
a subtotal  colectomy  and  removal  of  93  cm 
of  ileum  were  earried  out.  The  mucosa  of  the 
colon  and  ileum  contained  deep  linear 
ulcerations  with  transmural  inflammation 
throughout.  The  ulcerations  frequently  in- 
volved the  muscularis  mucosae,  and  there  was 
serosal  thickening  with  inflammatory  in- 
volvement. The  appendix  was  also  involved 
in  the  inflammatory  process.  No  granulum 
were  noted.  Since  that  time,  the  patient  has 
had  recurrent  inflammation  seen  on  sigmoid- 
scopy  in  the  remaining  portion  of  the  rectum. 

Discussion 

From  our  experience  with  toxie  megacolon 
(TM)  in  inflammatory  bowel  disease  (IBD),  a 
common  pathological  picture  emerged.  In- 
flammatory involvement  was  transmural  and 
ulceration  extended  deep  into  the  muscularis 
mucosa.  Additional  findings  were  muscular 
hypertrophy,  serosal  involvement,  and  gob- 
let cell  hypertrophy  where  the  mucosa  was 
intact.  Microscopic  changes  typifying  all  four 
cases  are  shown  in  Fig  2.  Two  of  the  four 
cases  were  diagnosed  as  granulomatous 
colitis  by  clinical  and  pathological  appear- 
ance, while  the  other  two  were  considered  to 
be  highly  suggestive  of  that  disorder,  al- 
though no  granulomata  were  noted  in  any  of 
the  cases. 


TABLE  1. 

Representative  Studies  of  Toxic  Megacolon  in  I.B.D. 


Study 

LUMB  et  al  ... 
MARSHAK  et  al 
ROTH  et  al  . . . 
MclNERNEYetal 
NORLAND  et  al 


No.  of  Cases 
with  Path. 
Documentation 

7/7 

8/16 

7/12 

13/36 

11/42 


No.  of  Cases 
with  Transmural 
Involvement 

6/6 
8/8 
3/7 
13/13 
1 1 1 1 


While  our  experience  is  not  large,  this 
transmural  involvement  is  quite  dissimilar  to 
the  predominantly  mucosal  involvement  in 
uncomplicated  ulcerative  colitis.  However,  it 
correlated  well  with  the  observations  of  other 
authors  concerning  the  changes  associated 
with  toxic  megacolon  in  IBI). 

Although  earlier  allusions  to  toxic  mega- 
colon has  appeared,  Marshak  described  the  I 
index  case  in  1950.  The  report  was  of  a 46-  i 
year-old  male  with  a seven-year  history  and  j 
diagnosis  of  ulcerative  colitis.  In  1955  Tumb  | 
et  aF  reported  the  first  series  of  cases  of  toxic  ! 
megacolon  in  IBD.  They  described  an  entity  j 
“involving  all  elements  of  the  colon”  with  j 
ulceration  deep  into  the  muscular  coats  and 
patchy  fibrous  repair.  One  of  the  six  cases  i 
spared  the  rectum,  and  only  two  of  the  six  I 
had  “pancolitis.”  Granulomatous  colitis  (GC)  j 
was  then  an  unknown  entity,  later  described  j 
in  1961  by  Lockhard-Mummery  and  Mor-  j 
son.**  Roth  et  aF  in  1959  reprted  12  cases,  of  j 
which  seven  had  sufficient  microscopic  data  •' 
for  study,  transmural  involvement  was  i 
identified  in  3 of  the  cases.  The  inner  ! 
muscular  coat  was  “the  principal  site  of  ! 
inflammatory  damage.”  They  used  as  con-  | 
trols  thirty  patients  undergoing  surgery  for 
ulcerative  colitis  (not  for  toxic  megacolon)  1 
and  noted  a comparable  degree  of  inflam-  | 
matory  change  in  only  six.  They  concluded  j 
that  the  “inflammatory  process  into  the  I 
muscularis  portion  of  the  bowel  did  not  j 
necessarily  produce  . . . toxic  megacolon.”  | 
Marshak  et  aP  reported  sixteen  cases  in  1960. 

Of  the  eight  cases  with  sufficient  pathological  i 
data  for  review,  a common  picture  of  ‘ 
transmural  inflammatory  involvement  and  / 
deep  ulceration  emerged  in  all  eight.  Me-  ^ 
Inerny  et  aP  reported  36  cases  in  1962.  In  the  : 
13  cases  with  pathological  data  sufficient  for 
evaluation,  the  “inner  and  outer  muscular  ; 
layers  . . . were  involved  in  the  inflammatory 
process.”  Subserosal  thickening  and  associ- 
ated granulation  tissue  were  noted  along  with  | 
the  “intense  inflammatory  infiltration.”  In 
the  series  reported  by  Norland  et  al  in  1962  i 
among  the  1 1 cases  with  sufficient  data  for  ; 
evaluation,  all  were  described  as  having  a j 
“transmural  inflammatory  process  with  | 
marked  muscular  and  serosal  destruction.”  i 
The  authors  gave  an  incidence  of  toxic  ! 
megacolon  in  UC  of  1. 6-6.0  per  cent.  A j 
summary  of  the  results  of  these  authors  is  i 
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shown  in  Table  1.  Thus,  a common  patholo- 
gical picture  emerges  that  closely  resembles 
our  experience  with  toxic  megacolon;  and  as 
one  examines  the  pathological  changes  of 
granulomatous  colitis,  a closer  correlation 
with  the  transmural  inflammatory  picture  of 
toxic  megacolon  emerges.  Lockhard-Mum- 
mery  and  Morson*  in  1961  added  a new 
dimension  to  IBD  by  first  describing  granu- 
lomatous colitis.  More  recently  Glotzer  et  al’ 
discussed  criteria  for  distinguishing  GC  from 
UC.  They  stated  that  microscopic  assessment 
as  to  the  depth  and  location  of  ulceration 
and  inflammatory  change,  coupled  with  the 
clinical  course  of  the  patient,  permitted 
differentiation  of  the  two  entities  75  per  cent 
of  the  time.  They  noted  the  presence  of 
granulomata,  the  sine  qua  non  of  GC,  in  only 
23  of  95  suspected  cases.  However,  11  of  95 
cases  had  sinus  tract  and  transmural  inflam- 
matory changes  together  with  a clinical 
course  consistent  with  GC,  but  no  granulo- 
mata. In  twenty-five  per  cent  of  the  cases  the 
clincal  course  had  features  of  both  entities, 
although  transmural  involvement,  rectal 
sparing,  and  predominently  right-sided  or 
patchy  colonic  involvement  indicated  a 
diagnosis  of  GC. 

Although  it  was  initially  predicted  that  it 
would  be  an  unlikely  occurrence,  if  not  an 
impossible  one,  toxic  megacolon  was  first 
observed  in  GC  by  Schacter  et  al'*’  in  1967. 
The  case  presented  transmural  disease  and 
granulomata.  There  have  been  numerous 
similar  case  reports" since  that  time. 
Buzzard  et  al‘^  in  a retrospective  study 
presented  12  cases  of  deep  linear  ulcerations, 
transmural  infiltrates,  and  serosal  involve- 
ment in  TM  associated  with  GC.  Granulo- 
mata were  noted  in  4 of  the  12  cases;  and  the 
incidence  of  TM  in  GC  was  6 per  cent,  an 
incidence  analagous  to  that  reported  by 
Norland  et  al  in  UC. 

Others  have  suggested  ileus,  hypokalemia, 
barium  enema,  opiates,  and  Auerbach  plexus 
injury  as  causes  of  TM,  although  without 
substantiation  for  any  of  them.  Is  ulcerative 
colitis  alone  or  some  therapeutic  manipula- 
tion during  its  management  the  only  factor  in 
the  development  of  TM?  Sleisenger  and 
Fordtran  note  that  “this  complication  (toxic 
megacolon)  is  more  commonly  noted  in 
ulcerative  colitis,  may  occasionally  be  en- 
countered in  granulomatous  colitis,  and 


seems  to  be  confined  to  those  in  whom 
granulomata,  sinus  tract,  and  inflammation 
extending  as  far  as  the  submucosa  have  not 
been  noted.”  The  implication,  and  what  most 
critics  of  TM  in  GC  propose,  appears  to  be 
that  dilatation  is  impossible  in  thickened 
bowel.  However,  if  one  reviews  the  litera- 
ture,one  finds  a striking  predominance  of 
cases  with  histories  extending  over  several 
years  before  toxic  dilation  has  occurred,  with 
the  bowel  wall  containing  typical  changes  of 
chronic  inflammation  and  thickening  in  any 
area  not  involved  by  dilatation. 

The  pathological  correlation  of  transmural 
inflammatory  change  with  TM  is  strength- 
ened by  noting  its  occurrence  in  other  colonic 
inflammatory  lesions.  Green  et  al"  noted  two 
cases  of  regional  enteritis  with  toxic  dilata- 
tion of  the  distal  ileum  alone.  Furthermore, 
toxic  megacolon  has  been  observed  in  amebic 
colitis,'*  again  with  transmural  inflammation, 
and  has  been  reported  in  antibiotic  induced 
colitis  and  bacillary  dysentery." 

The  absolute  number  of  cases  of  toxic 
megacolon  reported  in  granulomatous  colitis 
does  not  approach  that  for  ulcerative  colitis. 
We  are  suggesting  that  the  association  of 
toxic  megacolon  with  ulcerative  colitis  is 
rooted  in  an  era  that  antedated  the  knowl- 
edge of  granulomatous  colitis  as  a separate 
entity.  To  appreciate  the  significance  of 
transmural  inflammation  as  the  deciding 
factor  and  the  understated  association  of  GC 
in  toxic  megacolon,  a new  approach  must  be 
taken.  Thus,  while  toxic  megacolon  continues 
to  complicate  all  colonic  inflammatory  states, 
current  theory  implicates  ulcerative  colitis 
per  se,  or  its  presence  coupled  with  a 
therapeutic  event  as  the  predominant  etiol- 
ogy of  toxic  megacolon.  We  propose  instead 
that  the  one  factor  noted  consistently  in  all 
cases  of  toxic  megacolon,  regardless  of  the 
underlying  colonic  lesion,  is  the  transmural 
inflammation,  with  ulceration  and  serosal 
involvement.  Development  of  this  pathologic 
picture  predisposes  the  patient  to  developing 
toxic  megacolon.  This  being  the  case,  there  is 
no  logic  to  support  ulcerative  colitis  as  the 
“predominent  underlying  cause.”  Actually, 
granulomatous  colitis,  with  its  transmural 
involvement,  creates  a pathologic  milieu 
more  conductive  to  the  development  of  toxic 
megacolon.  In  the  future,  all  cases  of  toxic 
megacolon  should  be  evaluated  without 
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previous  bias  as  to  the  underlying  cause.  We 
suggest  that  if  this  course  is  followed  the  role 
of  granulomatous  colitis  will  be  found  equal, 
or  perhaps  exceed,  that  of  ulcerative  colitis  in 
toxic  megacolon. 

Conclusion 

Toxic  megacolon  is  currently  thought  to  be 
rather  frequent  in  granulomatous  colitis  and 
other  colonic  inflammatory  lesions.  A review 
of  our  experience  with  toxic  megacolon, 
coupled  with  a critical  analysis  of  the 
literature,  has  led  to  a new  perspective 
regarding  this  dreaded  complication  of  in- 
flammatory bowel  disease. 
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Dysphagia  Secondary  To  Ankylosing 
Vertebral  Hyperostosis 


Prompt  Surgical  Treatment  Is  Safe  And 
Effective 


By  Toussaint  A.  Leclercq,  MD 
A.  Vincent  DeRobbio,  MD 

Dysphagia  secondary  to  osteophyte  for- 
mation of  the  anterior  cervical  region  is  a rare 
disorder.  Case  reports  regarding  this  condi- 
tion have  appeared  sporadically  in  the 
literature.  In  1974  approximately  sixty  cases 
had  been  reported.'  Cases  associated  with 
ankylosing  vertebral  hyperostosis  of  Fores- 
tier’s  Disease  are  even  more  uncommon.  To 
our  knowledge  only  a few  cases  of  this 
association  have  been  reported.  Meeks  and 
Renshaw^  reported  two  cases  in  1973  and 
Carlson  et  al  ' reported  an  additional  case  in 
1974. 

Symptoms  associated  with  a mass  of 
osteophytic  bones  significant  enough  to 
impinge  on  the  food  passageways  include: 
hoarseness  of  voice,  pain,  difficulty  in 
swallowing  solids,  sensation  of  a foreign 
body  in  the  throat,  lump  in  the  throat, 
constant  urge  to  clear  the  throat,  and  weight 
loss. 3 


TOUSSAINT  A.  LECLERCQ,  MD,  Micro- 
neurosurgery, Rhode  Island  Hospital  and 
Roger  Williams  General  Hospital,  Provi- 
dence, Rhode  Island 
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ment of  Medicine,  Roger  Williams  General 
Hospital,  Providence,  Rhode  Island 


These  symptoms  in  elderly  patients,  how- 
ever, should  always  first  raise  the  question  of 
malignancy.  It  is  obvious  that  a complete 
workup  should  be  performed  before  osteo- 
phytes can  be  considered  as  the  source  of  the 
symptoms.  In  a review  of  1200  cases  of 
dysphagia  in  1962,  LeRoux'^  did  not  find  a 
single  case  due  to  osteophytes.  Indeed,  the 
rarity  of  this  condition  causes  some  authors 
to  question  the  bona  fide  etiology  of 
osteophytic  spurs  as  a cause  of  dysphagia. ^ 
Because  of  this,  however,  treatment  has  been 
unduly  delayed,  and  patients  have  been 
allowed  to  reach  a severe  state  of  malnutri- 
tion in  a condition  which  is  otherwise  benign 
and  readily  treatable.*' 

Our  purpose  is  to  report  one  case  of 
dysphagia  secondary  to  Forestier’s  Disease 
and  the  successful  treatment  by  anterior 
excision  of  the  exophytic  bone. 

Case  Report 

For  approximately  one  year,  this  seventy- 
one  year  old  male  had  noticed  difficulty  in 
swallowing  meat  or  large  chunks  of  food,  but 
he  had  been  able  to  cope  with  the  situation 
by  changing  his  diet.  Recently,  however,  he 
had  been  unable  to  swallow  solids  at  all.  The 
situation  was  complicated  by  the  fact  that  he 
suffered  from  Parkinson’s  Disease  and  diabe- 


Dysphagia  Secondary  To  Ankyi.osing  Vetebral  Hyperostosis 


347 


tes  mellitus  and  for  the  last  three  weeks  had 
been  unable  to  swallow  the  pills  necessary  to 
his  medical  treatment.  A ten-pound  weight 
loss  had  been  noted  in  the  three  weeks 
preceding  his  admission.  This  inability  to 
take  his  medication  had  significantly  in- 
creased the  rigidity  associated  with  Parkin- 
son’s Disease.  Two  weeks  prior  to  the  present 
admission  the  patient  had  been  observed  for 
a few  hours  in  the  emergency  room  because 
of  severe  dysphagia  and  choking. 

On  admission  the  patient  was  in  moderate 
distress  and  anxious  because  of  the  difficulty 
in  swallowing.  The  neurological  examination 
revealed  findings  compatible  with  Parkin- 
son’s Disease.  There  were  no  neurological 
deficits  secondary  to  cervical  osteophytes.  No 
mass  could  be  palpated  in  the  neck.  X-ray 
films  of  the  cervical  spine  revealed  Forestier’s 
Disease  (Fig  1)  with  marked  bony  over- 
growth. A barium  swallow  x-ray  study  was 
performed  which  revealed  anterior  displace- 


Figure I Lateral  x-ray  of  the  cervical  spine  showing 
severe  osteophytic  bridging  between  C-3,  C-4, 
and  C-5,  C-6. 


ment  of  the  esophagus  in  front  of  the 
osteophytes.  There  was,  however,  no  block- 
age of  the  barium  swallow,  which  could  be 
conducted  without  difficulty. 

In  view  of  the  fact  that  the  patient  had  a 
recent  weight  loss,  was  unable  to  cope  with 
the  situation  with  dietary  changes,  and  was 
unable  to  take  medication,  the  decision  was 
made  to  perform  surgery.  The  approach  was 
that  described  by  Smith  and  Robinson.^  The 
osteophytic  spurs  themselves  were  removed 
with  an  electric  drill.  Intraoperative  x-ray 
films  were  taken  to  confirm  satisfactory 
removal  of  the  calcium  deposits.  There  were 
no  complications  and  the  patient  was 
discharged  on  the  seventh  postoperative  day. 
When  seen  one  month  postoperatively  in  the 
office,  the  patient  was  in  no  distress.  He  had 
regained  the  weight  loss  and  was  able  to 
swallow  solid  food,  including  chunks  of 
meat.  He  had  no  difficulty  in  swallowing  his 
medications.  Postoperative  x-ray  examina- 


Figure  II  Postoperative  x-ray  film  of  the  cervical 
spine  after  removal  of  the  excess  bone  by  air 
drill. 
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tion  of  the  cervical  spine  revealed  satisfactory 
removal  of  the  spurs  responsible  for  the 
symptoms  (Fig  II). 

Discussion 

Ankylosing  hyperostosis  of  the  spine  has 
been  described  in  the  literature  under 
different  names  such  as:  Physiologic  verte- 
bral ligamentous  calcification.^,  generalized 
juxta-articular  ossification  of  ligaments  of 
the  vertebral  column,*  and  vertebral  osteo- 
phytosis.^ The  term  “senile  ankylosing  hyper- 
ostosis of  the  spine”  was  used  by  Forestier  in 
his  original  report  in  1950.'*^  In  1971 
Forestier  and  Lagier  reviewed  the  clinical 
and  radiologic  manifestations  based  on  245 
cases.**  Hyperostosis  is  described  as  involv- 
ing predominantly  the  anterior  surface  of  the 
vertebra.  A limited  number  of  vertebrae  is 
usually  involved,  with  bony  bridges  forming 
between  the  vertebral  bodies.  Pain  is  usually 
not  a part  of  the  clinical  picture.  Forestier 
mentioned  the  disease  as  a cause  of  dysphagia 
in  exeptional  cases,  but  did  not  mention  the 
frequency  of  the  occurrence  of  such  a 
complaint. 

The  first  approach  to  dysphagia  secondary 
to  Forestier’s  Disease  should  certainly  be 
conservative,  as  is  the  case  with  dysphagia 
secondary  to  osteophytic  formation  of  differ- 
ent etiology.  This  includes  reassurance  and 
change  of  eating  habits.  This  approach  failed 
in  our  case.  Furthermore,  the  inability  to 
swallow  the  medication  necessary  to  the 
treatment  of  Parkinson’s  Disease  increased 
the  rigidity  significantly  and  inclined  us 
toward  surgical  treatment.  The  ten-pound 
weight  loss  in  the  three  weeks  preceding 
I admission  was  also  pertinent  to  our  decision. 
We  believe  that  in  such  a situation,  the 
operative  procedure  should  not  be  unduly 
delayed.  Procrastination  in  deciding  upon  a 
definite  surgical  approach  may  result  in  a 
severe  cachectic  state  and  even  in  the  death  of 
the  patient  as  has  been  described  in  the  liter- 
ature.^ Surgical  excision  of  the  osteophytes 
j usually  results  in  good  relief  of  the  symp- 
I toms. *2  Gastrostomy  has  been  advocated 
I in  patients  in  poor  general  condition.  We 
^ believe,  however,  that  such  a state  should  not 
I be  reached  if  treatment  is  instituted  early  in 

, , the  disease.  The  anterior  cervical  approach  as 

I;  described  by  Smith  and  Robinson  is  now  a 
benign  operation  with  minimal  operative 


stress  and  in  our  opinion  should  be  the 
treatment  of  choice. 

Performance  of  endoscopy  prior  to  surgical 
treatment  is  a matter  of  controversy  in  the 
literature.  Beahrs  and  Schmidt'”*,  as  well  as 
Hilding^  have  advised  caution  in  performing 
endoscopy  because  of  the  significant  associ- 
ated risk.  Indeed,  in  reviewing  29  cases  of 
esophageal  or  pharyngeal  perforation.  Smith 
and  Tanner'5  considered  osteophytes  as  the 
causative  factor  in  75  per  cent  of  such 
perforations.  Such  a high  risk  may  not  be 
entirely  justified  since  it  may  be  impossible  to 
perform  a technically  satisfactory  endoscopy, 
as  reported  in  the  cases  of  Saunders^  and 
Heck*^.  If  endoscopy  is  considered  necessary, 
the  utmost  caution  must  be  exercised  by  the 
examiner,  and  he  must  be  aware  of  the 
significant  associated  risk  of  perforation 
associated  with  this  maneuver. 

Conclusion 

We  believe  that  dysphagia  secondary  to 
exuberant  osteophytic  overgrowth,  such  as 
that  described  in  our  case,  is  best  treated  by 
anterior  excision  of  the  offending  osteophytes. 
The  operation  is  benign  and  expeditious. 
The  surgical  risk  is  minimal,  and  this 
approach  has  resulted  in  significant  improve- 
ment of  the  patient’s  complaint  with  the 
possibility  of  a return  to  normal  eating 
habits. 
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surgeons,  who  will,  if  not  watched 
closely,  violate  the  civil  rights  of  their 
patients,  steadfastly  refuse  to  provide 
them  with  primary  care,  mental  health, 
and  preventive  medicine,  treat  them  with 
drugs  which  cause  cancer  in  federal  rats, 
fail  to  obtain  a second  opinion,  and 
without  informed  consent  submit  them 
to  unnecessary  surgery  for  which  a fraud- 
ulent claim  is  made  against  Medicare 
for  a fee  of  over  $100,000. 

. . . H.  William  Scott,  MD. 
From  his  Presidential  Ad- 
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Before  prescribing,  please  consult  compete  prod- 
uct information,  a sunsmary  of  which  follows: 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella-Aerobxter,  Staphylo- 
coccus aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Care- 
fully coordinate#/!  vitro  sulfonamide  sertsitivity 
tests  with  bacteriologic  and  clinical  response;  add 
aminobenzoic  acid  to  follow-up  culture  media.  The 
increasing  frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including  sul- 
foitamides.  Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  and 
during  nursing  period;  because  Azo  (^ntanol  con- 
tains phenazopyridine  hydrochloride  it  is  contrain- 
dicate in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  (i.l. 
disturbances. 

Warnings:  Safety  during  pregnancy  not  established. 
Deaths  from  hypersensitivity  reactions,  agranulocy- 
tosis, aplastic  anemia  and  other  blood  dyscrasias 
have  b^n  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  in- 
dicate serious  blood  disorders.  Frequent  CBC  and 
urinalysis  with  microscopic  examination  are  rec- 
ommended during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions, 
Stevens- Johnson  syndrome,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photo- 
sensitization, arthralgia  and  allergic  myocarditis); 
G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia, 
hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oral  hypo- 
glycemic agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these  agents  may 
exist. 

Dosage;  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gm 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be  sought. 

After  relief  of  pain  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCI)  will  color  the  urine. 
Supplied:  Tablets,  red,  film-coated,  each  contain- 
ing 0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500. 
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I relief  especially  appreciated  by  patients  waiting  for  anti- 
! measures  to  take  hold. 
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Methyl  Methacrylate  In  The  Internal  Fixation 
of  Pathological  Fractures 


Harrington  and  associates  have  reported  a 
high  degree  of  success  in  the  majiagement  of 
323  patients  with  375  pathological  fractures 
or  impending  fractures  by  local  tumor 
resection  and  internal  fixation  supplemented 
by  intramedullary  methyl  methacrylate  instil- 
lation. One  hundred  and  thirty-nine  patients 
had  metastases  from  carcinoma  of  the  breast, 
142  metastases  from  other  tumors,  and  42 
myeloma  or  lymphoma. 

The  mean  survival  for  the  210  patients  who 
had  undergone  operation  two  years  or  more 
before  final  evaluation  was  15  months. 
Ninety-four  per  cent  of  the  patients  who  were 
ambulatory  before  the  fracture  regained  the 
ability  to  walk.  There  were  four  failures  of 
fixation  and  six  functionally  poor  results. 
While  20  patients  died  within  four  weeks  of 
surgery,  the  remaining  benefited  in  terms  of 
pain  relief,  improved  mobility,  and  ease  of 
nursing  care. 

Of  the  375  lesions  treated,  238  were  in  the 
femur,  18  in  the  acetabuleum,  20  in  both  the 
head  and  neck  of  the  femur  and  the 
acetabulum,  65  in  humerus,  32  in  the 
tibia,  and  2 in  the  ulna.  In  each  case, 
following  excision  of  all  structurally  inade- 
quate bone,  internal  fixation  or  appropriate 
prosthetic  replacement  was  carried  out  fol- 
lowed by  reinforcement  with  methyl  metha- 
crylate cement.  Fixation  was  carried  out  for 
impending  fracture  in  63  cases,  including  52 
of  the  femur. 

Twenty-five  per  cent  of  the  patients  had 
preoperative  irradiation  and  63  per  cent 
postoperative  irradiation  of  the  fracture  site 
for  control  of  pain  and  local  tumor  growth. 
The  prognosis  for  survival  of  patients  with 
pathological  fracture  secondary  to  metastatic 
breast  cancer  is  in  general  much  better  than 
that  for  other  metastatic  lesions. 

Local  irradiation,  while  preventing  tumor 
progression,  also  interferes  with  union  of  the 
fracture  unless  there  is  rigid  internal  fixation. 


This  frequently  cannot  be  accomplished  by 
conventional  methods  after  irradiation,  but 
was  here  achieved  in  these  cases  by  the  use  of 
methyl  methacrylate. 

There  was  no  evidence  in  this  series  that 
the  presence  of  methyl  methacrylate  within 
the  medullary  canal  interferred  with  union, 
and  no  adverse  effects  were  evident  even  in 
the  presence  of  large  volumes  of  metal  with 
the  resulting  intense  secondary  irradiation 
produced  locally.  Further,  there  was  no 
indication  that  secure  fixation  of  a patho- 
logical fracture  procured  by  metal  and 
cement  will  eventually  fail. 

This  method  appears  to  have  proven  itself 
rather  definitely  in  a series  of  significant  size. 
While  life  will  be  made  more  tolerable  by 
improved  mobility  and  suppression  of  local 
pain,  there  is  as  yet  no  evidence  that  survival 
time  will  be  increased  appreciably  in  these 
unfortunate  patients.  Nevertheless  this  is  an 
advance  of  considerable  value. 
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Did  You  Know? 

In  1812  the  Rhode  Island  Medical 
Society  was  authorized  by  legislative 
enactment  (Section  7 of  “An  Act  to  In- 
corporate Certain  Physicians  and  Sur- 
geons by  the  name  of  The  Rhode  Island 
Medical  Society”)  to  exercise  full  power 
and  authority  to  examine  physicians  and 
surgeons  desiring  to  practice  in  the  state. 
The  Society  held  this  power  for  83  years, 
until  1895. 
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Ancillary  Charges  Problem  Won’t  Go  Away 


At  the  risk  of  being  a Johnny  One-Note  we 
shall  again  address  the  problem  of  overutiliza- 
tion of  ancillary  services.  A recent  issue  of 
Mount  Sinai  Grand  Rounds'  was  devoted  to 
the  problem  of  hospital  costs.  A case  was 
described  of  a 60  year  old  male  who  was 
admitted  because  of  a 40  pound  weight  loss,  a 
hard  mid-abdominal  mass,  and  several  hard 
nodules  in  the  prostate.  During  17  days  of 
hospitalization  eight  CBCs  revealed  a normo- 
cytic  anemia  and  no  other  significant  abnor- 
malities. Six  SMA6  and  12  profiles  revealed  a 
mildly  elevated  blood  sugar,  an  occasional 
slight  decrease  in  sodium.,  an  increase  in 
alkaline  phosphatase,  and  a borderline  reduc- 
tion of  serum  albumin.  Four  sedimentation 
rates  were  normal,  as  was  an  Immuno- 
electrophoresis. Barium  enema  revealed  an 
extrinsic  mass.  Cystocopy  and  biopsy  con- 
firmed a carcinoma  of  the  prostate  invading 
the  bladder.  Ultrasonogram  showed  para- 
aortic nodes.  The  patient  was  scheduled  for 
orchidectomy,  estrogen  therapy  and  prophy- 
lactic radiotherapy  to  the  breasts,  but  left  the 
hospital  against  advice. 

The  total  charges  for  the  17-day  hospitali- 
zation culminating  in  a diagnosis  of  inoper- 
able cancer  of  the  prostate  invading  the 
bladder  were  $6,668.  Of  this  amount  $3,520 
were  for  room  charges,  while  ancillary 
charges  accounted  for  $3,148. 

The  case  is  presented  by  the  authors  as  a 
good  example  of  unnecessary  tests.  The 
abuse  in  ordering  eight  CBCs  and  six  SMA6 
and  12  profiles  is  self-evident.  The  four 
sedimentation  rates  were  deemed  totally 
unnecessary.  It  was  pointed  out  that  the 
hospital  would  save  $14,000  in  a year  if  there 
were  a 90  per  cent  reduction  in  sedimenta- 
tion rates  alone. 

This  couldn’t  happen  in  Rhode  Island,  you 
say?  Forget  it.  Similar  cases  abound  in  our 
local  teaching  hospitals.  Selectivity,  wisdom, 
and  economy  in  the  ordering  of  tests  and 
procedures  must  be  taught.  The  teaching 
should  begin  in  medical  school  and  should  be 
intensified  at  the  resident  level.  A funded 
program  in  such  teaching  has  been  initiated 
at  the  University  of  Oregon.  Our  compact 
city-state  with  a well-integrated  group  of 
university  teaching  hospitals  offers  an  ideal 


opportunity  to  initiate  such  a program  in 
Rhode  Island. 

(For  more  on  this  subject  see  page  325) 
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Easier  for  you,  nicer  for  them. 


• Same-Day  Surgery  facilities  tor  general  surgeons, 
gynecologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngologists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  stab 

• General  anesthesia 

• Block  bookings 

• Modem,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  ambula- 
tory surgical  patient 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Crc’tss  and  commercial  insurance 
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Ambulatory  Surgical  Care 
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Editor's  Mailbox 


Doctor  Marshall  N.  Fulton 

I'o  the  Editor; 

1 was  indeed  happy  and  proud  to  have  the 
tribute  to  Marshall  (Rhode  Island  Medical 
Journal,  May,  1978)  so  very  well  and  taste- 
fully presented.  1 should  like  to  thank  you  and 
your  staff  for  bringing  all  this  to  pass. 

1 feel  that  Marshall,  who  was  a fussy  person 
and  wanted  to  be  sure  that  everything  was 
always  done  correctly,  would  be  very  satisfied 
with  the  way  both  articles  appeared. 

Mary  Howe  DeW.  Fulton 


HEALTH  HAVENS 

A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Treatment  of  Diabetic  Retinopathy 

To  the  Editor; 

Recently  I read  the  excellent  review  by 
Doctor  Charles  Kahn  on  the  “Present  Status  of 
Diabetic  Retinopathy  in  Rhode  Island” 
( Rhode  Island  Medical  Journal,  March,  1978). 

1 must  disagree,  however,  with  several  of  his 
statements  on  the  role  of  hypophysectomy  in 
the  treatment  of  diabetic  retinopathy.  I believe 
that  hypophysectomy  and  photocoagulation 
are  not  competitive  methods,  but  rather  should 
be  used  in  conjunction  with  each  other. 

With  the  development  of  a microsurgical 
technique  of  dissection  and  the  advent  of 
televised  fluoroscopy,  the  transphenoidal  ap- 
proach to  the  pituitary  gland  is  now  a 
standardized  benign  procedure  and  should  not 
be  considered  as  a procedure  of  “great 
magnitude.”' 

Hypophysectomy  was  abandoned  after 
j early  enthusiasm  because  of  disappointing 
j results  due  to  indiscriminate  use  of  the 
procedure.  Recently,  however,  better  indica- 
tions have  been  established,  and  its  value  in  the 
treatment  of  proliferative  retinopathy  has  been 
the  subject  of  many  reports.-^ 


Your  Patient  Deserves  a Specialist 
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HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
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— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston, 

L (401)781-2166 
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100  Wampanoag  Trail.  East  Providence 
Tel.  438-4275 


September,  1978 


355 


aJbLoLn 

iFFtCE  SUPPi 
CO 

ATTRACTIVE  i FUNCTIONAL 
OFFICES 

By  BENf  CO.Division  of  National  Office  Supply  Co. 


Designers  & Suppliers  of  Offices 

Lease  Plans  Available 

36  Branch  Ave.,  Providence,  R.l.  02904 
(Branch  Ave.  Exit  Route  95)40 1.-274-9000 
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We  can  answer  these  questions  better: 

1.  How  can  I be  SURE  that  I am  getting  the  best 
QUALITY  of  DISABILITY  INSURANCE  — at  a 
reasonable  cost? 

2.  How  can  I be  SURE  that  my  LIFE  INSURANCE 
premiums  are  applied  to  my  greatest  advantage 
(net  after  taxes)  ? 

3.  How  much  is  ENOUGH  to  put  into  tax-deferred 
RETIREMENT  PLANS? 
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c. )  DEATH 

d. )  DEPRESSION 

e. )  DEVALUATION? 
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Patients  with  a non-proliferative  retino- 
pathy are  not  candidates  for  hypophysec- 
tomy.  A young  patient  with  rapidly  progres- 
sive proliferative  retinopathy  and  progressive 
visual  loss  remains  a good  candidate  for 
hypophysectomy  with  photocoagulation  as  an 
adjuvant.  With  present  micro-techniques,  the 
morbidity  of  the  procedure  in  the  hands  of 
experienced  surgeons  should  be  minimal. 

Toussaint  A.  Leclercq,  MI) 
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ONE  SENTENCE  ESSAY 

It  certainly  seems  in  our  age  of  consumer-  j ; 
ism  that  the  pendulum  has  swung  far,  far  too  i ^ 
widely  in  preoccupation  toward  everything  | j 
and  anything  that  minority  groups  might  j '■ 

think  of.  ' 

I 

...  Statement  by  the  Federation  of  ; 
State  Medical  Boards. 


— REMINDER  — 

. . Those  who  devote  themselves  to 
practice  without  science  are  like  sailors 
who  put  to  sea  without  rudder  or  com- 
pass and  who  can  never  be  certain  where 
they  are  going.  Practice  must  always  be 
founded  on  sound  theory.  ” 

Leonardo  da  Vinci 

Attend  CME  activities. 
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THREE-IN-ONE 

THERAPY 

A/«  A lAICT  XABI^  A I 


Neosporiri 

Ointment 


(Polymyxin  B-Badtracin-Neomycin) 


Neomycin 

Staphylococais 

Haenwphiliis 

Klebsiella 

Aerobacter 

Escherichia 

^roteus 

Eorynebacterium 

Streptococcus 

^neumoccKais 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococais 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


WeHcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Clarolina  27709 


'n  vitro  overlapping  antibacterial  action  of 

'Jeosporin  * Ointment  (polymyxin  B-badtracin-neomycin). 


Neosporiri 

Dintment 

Polymyxin  B- Bacitracin-Neomycin) 

tach  gram  contains:  Aerosponn'  brand  Polymyxin  B 
ijiulfate  5,0(X}  units;  zinc  bacitracin  400  units;  neomycin 
julfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
jpecial  white  petrolatum  qs:  in  tubes  of  i oz  and  1/2  oz 
ind  1/32  oz  (approx.)  foil  packets. 

WRNING:  Because  of  fhe  potential  hazard  of  nephro- 
axicity  and  ototoxicity  due  to  neomycin,  care  should  be 
xercised  when  using  this  product  in  treating  extensive 
'urns,  trophic  ulceration  and  other  extensive  conditions 
(here  absorption  of  neomycin  is  possible.  In  burns 
rhere  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  IS  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  IS  advisable  and  the  patient  should  be  fold  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycm-containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  includingfungi  Appropriate  measures 
should  be  taken  if  this  occurs 
ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Depf.  PML. 
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This  asthmatic 

Isn’t  worried  ahoiit  his  next  breath... 


he’s  active 
he’s  eflecliveiy 
maintained  on 


confoins  theophylline  (onhydrous)  1 50  mg 
and  glyceryl  guoiocolote  (guoifenesin) 

90  mg  Elixir  olcohol  15% 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicorions:  For  the  sympromotic  relief  of  bronchosposric 
conditions  such  os  bronchial  osrhmo.  chronic  bronchitis,  and 
pulmonory  emphysemo. 

Warnings;  Do  nor  odmimsrer  more  frequently  rhon  every 
6 hours,  or  within  12  hours  after  recrol  dose  of  any  prep- 
oronon  contoining  theophylline  or  ominophylline.  Do  nor 
give  other  compounds  containing  xonrhine  derivorives 
concurrently, 

Precoutions:  Use  with  courion  in  potienrs  with  cordioc 
diseose,  hepatic  or  renol  impairment.  Concurrent  odminis- 
tronon  with  certain  antibiotics,  i,e,  clindomycin,  erythromy- 
cin, rroleondomycin,  moy  result  in  higher  serum  levels  of 
theophylline,  Plosmo  prothrombin  ond  focror  V moy 
increose,  bur  ony  clinicol  effect  is  likely  to  be  simoll,  Meiobo- 
lires  of  guoifenesin  moy  contribute  to  increosed  urinary 
5-hydroxyindoleoceric  ocid  reodings,  when  determined 
with  nirrosonophrol  reogenr  Sofe  use  in  pregnoncy  hos  not 
been  esroblished.  Use  in  cose  of  pregnoncy  only  when 
cleorly  needed 

Adverse  Reoctions:  Theophylline  moy  exerr  some  srimutor- 
ing  effect  on  the  cenrrol  nervous  system.  Its  odminisrrotion 
moy  couse  local  irntorion  of  the  gosrric  mucoso  with  possi- 
ble gostric  discomfort,  nouseo,  ond  vomiting.  The  frequency 
of  odverse  reoctions  is  reloted  to  the  serum  rheophylline 
level  and  is  not  usually  o problem  or  serum  rheophylline 
levels  below  20  /xg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  ond  1000  ond 
unit-dose  pocks  of  100;  Elixir  in  bottles  of  1 pint  ond  1 gollon. 
See  pockooe  insert  for  complete  prescribinq  informotion. 
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k Message  From  The  Dean 

A Profile  Of  The  New  Class  Entering  The  Brown  Medical  School 


On  September  14,  1978,  62  men  and 
women  began  their  formal  medical  education 
at  Brown  University.  This  incoming  group  of 
freshman  medical  students  represents  the 
eighth  class  to  enter  the  medical  program 
since  Brown  has  been  accredited  as  a four 
year  medical  school.  Some  information 
about  these  future  physicians  is  summarized 
below;  and,  for  purposes  of  comparison, 
analogous  information  about  the  preceding 
Brown  medical  class  (which  entered  in 
September  1977)  is  also  included: 

1.  Hoh'  old  are  they?  This  is  not  a 
terribly  important  factor  except  as  it  may 
reflect  on  any  variance  upon  the  conven- 
tional age  of  medical  school  admission  (ie,  21 
years).  The  average  age  for  the  Brown  class 
entering  in  September  1977  was  22.2  years; 
the  average  age  for  the  class  entering  in 
September  1978  was  22.7  years.  Four  students 
in  the  1977  group  and  four  in  the  1978  group 
were  30  years  of  age  or  older.  With  so  many 
well-qualified,  young  applicants  seeking 
admission  to  the  US  medical  schools,  some 
explanation  must  be  advanced  to  justify  the 
acceptance  of  older  individuals.  In  general 
terms  more  mature  students  frequently  bring 
enriched  life  experiences  and  a somewhat  more 
humane  perspective  to  a medical  class,  thus 
contributing  to  the  total  educational  ex- 
perience of  all  of  the  students.  These  eight 
specific  students  are  unusually  gifted  persons, 
and,  prior  to  their  admission  to  Brown 
medical  school,  were  each  engaged  in 
occupations  and  studies  which  the  Admis- 
sions Committee  felt  were  of  particular  value 
in  preparing  them  for  the  future  practice  of 


medicine.  The  first  of  these  students  had  been 
awarded  an  advanced  degree  in  biomedical 
engineering,  had  taught  chemistry,  and  in  her 
spare  time  had  worked  in  a community 
health  center  for  Spanish-speaking  people. 
The  second  student  was  an  administrator  at  a 
New  England  college  and  was  concurrently 
involved  in  advanced  biochemical  research. 
The  third  student  was  recently  awarded  a 
doctorate  degree  (at  another  New  England 
university)  in  the  chemistry  of  vision  and  had 
been  a faculty  member  of  yet  another  New 
England  college.  A fourth  student  was  a 
science  teacher  at  one  of  the  secondary 
schools  in  Providence.  The  fifth  was  chief  of 
microbiology  (with  a prior  doctorate  degree) 
at  a leading  New  England  hospital.  The  sixth 
student  had  worked  for  years  in  an 
architectural  firm  concerned  specifically  with 
environmental  impact  of  building  design.  The 
seventh  student  was  a registered  nurse  in 
charge  of  an  intensive  care  unit  in  a New 
York  hospital.  The  eighth  had  worked  in  a 
comprehensive  hypertension  detection  pro- 
gram. These  students  had  recently  resumed 
their  formal  education  in  order  to  meet  the 
current  prerequisites  at  Brown. 

2.  Where  are  they  from?  The  students 
entering  in  1977  came  from  seven  states,  the 
District  of  Columbia,  and  one  foreign 
country.  The  class  beginning  in  September 
1978  showed  a greater  degree  of  geographic 
diversity,  coming  from  18  separate  states  and 
the  District  of  Columbia  (Table  I).  Ten  of 
the  62  students  in  the  current  class  are  from 
states  west  of  the  Mississippi  River.  Rhode 
Island,  as  with  virtually  all  previous  classes. 


Dean'S  Message 
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TABI  K 1 

States  of  Residence 

Class  entering  in: 
Sept.,  1977  Sept.,  1978 


Rhode  Island  

22 

Massachusetts  

7 

6 

Connecticut  

3 

1 

New  'i  ork 

21 

10 

New  Jersev  

2 

PennsvKania  

4 

3 

Delaware  

Marvland  

4 

1 

[district  of  Columbia 

1 

2 

\ irginia 

1 

North  Carolina 

1 

Florida  

2 

Mississippi  

1 

Missouri  

1 

.Arkansas  

1 

Kansas  

1 

Illinois 

1 

Oregon  

1 

California  

4 

Alaska 

Foreign  

1 

1 

TABLE  2 

I ndergraduate  Colleges 


Class  entering  in; 
Sept..  1977  Sept..  1978 


Brown  L'niversity 40 

Providence  College  4 

University  of  Rhode  Island.  . 3 

Rhode  Island  College 

University  of  New  Hampshire 
Williams  College  I 


Harvard  Unisersity 
Wellesley  College  . 
Simmons  College  . 
Boston  College  . . . 


Boston  University 1 

Trinity  College 

■^'ale  University 2 

Brandeis  University 1 

Cornell  Unisersity 2 

Vassar  College 1 

Bard  College 1 

Ithaca  College 

C.  W . Post  University 1 

Canisius  College 1 

Columbia  University 

U.  of  Prince  Edward  Island  . . 
Unisersity  of  Pennsylvania  ...  1 

Howard  University 

\3  ashington  & Lee  University  1 

Federal  City  College 1 

Spelman  College 

Notre  Dame  University 

Stanford  University 

University  of  California  


34 

4 

4 


-) 


1 


1 

1 

1 


1 

1 

1 

1 


TABI.E  3 

C hannels  of  Admission  to  Brown  Medical  School 

Class  entering  in: 
Sept.,  1977  Sept..  1978 


Medical  Education  Program 

(continuum)  36  32 

Early  Identification  Program.  5 4 

Regular  .Admission  19  24 

Repeating  Year 1 2 


represented  the  largest  single  geographic 
source  of  students. 

3.  Where  were  they  educated"^  Table  2 
summarizes  the  places  where  these  medical 
students  obtained  their  undergraduate  edu- 
cation. The  majority  were  graduates  of 
Brown  University  (since  most  of  our  students 
were  participants  of  the  seven-year  Medical 
Education  Program  continuum). 

4.  Through  what  channels  were  they 
admitted‘s  There  are  multiple  portals  of  entry 
to  the  Brown  medical  school.  Over  half  of 
the  students  are  admitted  to  a continuum 
program  directly  from  high  school  (referred 
to  as  the  Medical  Education  Program).  Some 
are  admitted  through  an  Early  Identification 
Program,  currently  reserved  for  gifted 
students  from  the  University  of  Rhode  Island 
and  Providence  College,  and  some  enter 
through  the  conventional  admissions  process. 
Table  3 outlines  the  various  sources  of  these 
two  consecutive  classes. 

5.  Other  characteristics:  Of  the  class 

entering  in  1977.  31  per  cent  were  women, 
and  of  the  class  entering  in  1978,  28  per  cent 
were  women. 

On  average  our  students  did  somewhat 
better  than  the  national  mean  of  accepted  US 
medical  students  taking  the  Medical  College 
.Admission  Tests. 

.At  best,  this  kind  of  information  provides 
us  with  but  a meager  description  of  the  new 
cadre  of  medical  students  at  Brown  and 
yields  no  hint  as  to  how  many  will  contribute 
materially  at  some  future  time  to  the 
profession  and  to  the  community.  We  know 
very  little  about  these  characteristics  which 
permit  us  to  predict  future  professional 
performance;  our  testing  instruments  are  too 
crude  to  provide  us  with  reliable  means  of 
identifying  persons  with  unrevealed  gifts  for 
inspired  medical  practice  or  research.  The 
Brown  University  Medical  .Admissions  Com- 
mittee (this  year  chaired  by  Doctor  John  T. 
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Barrett)  has  just  concluded  a day-long 
meeting  for  the  purpose  of  discussing 
admissions  philosophy  and  selection  pro- 
cedures. It  was  the  opinion  of  the  Committee 
that  grades  and  test  scores  provide  only  a 
threshold  for  determining  whether  or  not  an 
applicant  can  survive  the  academic  rigors  of 
four  years  of  medical  education.  These 
numeric  values,  above  a certain  level,  do  not 
seem  to  correlate  with  outstanding  clinical  or 
investigative  abilities  exhibited  later  in  life.  It 
was  therefore  concluded  that  the  intuitive 
impressions  of  a sensitive  and  knowledgeable 
interviewer  remain  our  most  reliable  basis  for 
judgment.  Accordingly,  at  Brown  university 
we  continue  to  have  a Medical  Admissions 
Committee  heavily  populated  by  practicing 
physicians. 


Stanley  M.  Aronson,  MD 
Dean  of  Medicine 
Brown  University 


Xhe  Coachmen 

OPEN  SEVEN  DAYS  A WEEK 


ELEGANT  DINING 

HONOtT  THD0U6H  FIIOAV 
LUNCHEON:  11:30  TILL  3 P.M. 
DINNEP:  3 P.N.  TILL  10  P.H. 

lATURDlTS  DIIUU  6 P.H.  TIU  1 1 P.H. 
sumrs  DIIMEB:  12  MON  TIU  10  P.H. 


DANCING  IM  0U»  SPACIOUS  REDWOOD  COCKTAIL  IflUHOt 

WEDDING,  PARTY  & BANQUET  FACHITIES 

FOR  2S  TO  900  PEOHE  IN  OUR  FABULOUS  CINDEREIU  ROOM 


30  MINUTES  FROM  DOWNTOWN 
PROVIDENCE  VIA  ROUTE  l«S  EAST  TO 
RTE.  24  SOUTH  TO  SECOND  TIVERTON  EXIT 
AT  SAKONNET  RIVER  BRIOOE 
(RTE  I3(  SAKONNETI 


624-8423 


Briox. 

the  new,  safe 
concept  in  oxygen 
for  home  use. 

NO  MORE  TANKS 

Safe,  simple,  convenient  and  economi- 
cal. The  Oxy-Concentrator  actually  con- 
centrates oxygen  from  normal  room  air 
and  delivers  it  to  the  patient  in 
enriched,  filtered  and  conditioned  form. 

CALL  US  NOW  FOR  DETAILS 

Meidicare  Approveid 


A Complete  Supply 
Center 


Medicare  Claims 
Accepted 


685  Park  Ave. 

Cranston 

(401)781-2166 


OCTOBFR,  1978 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Speciaiist 


IN  RHODE  ISLAND 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Mr.  (^rard  P.  St.  Jarrv 
Beltdne  Hearing  Aid  i 
71  Washington  Street 
Provbence,  Rhode  Isl 

(40|)  421-2720 

» 

Mr.  Charles  A Thurbe 
Beltane  Hearing  Ad  < 
25  Airport  Road 
Warwick,  Rhode  Islan 


WORID  LEAD€R  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 


ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Ctiicago.  Illinois  60646 
An  American  Company 


(401)  739-3880 


100  mg 


250  mg 


500  mg 


Tolinase 

tolazamide,Upjolin 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 


J-5e9S-6 

®1977  THE  UPJOHN  COMPANr 


in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects'^ 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent. '' 


Reference; 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evalualion  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


'This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G I.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


e-3497  (y515a) 


Bentyl* 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets.  Symp,  Iniection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Bnel  Summary 
INDICATIONS 

For  use  as  ad|unctiue  therapy  in  the  treatment  ot  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER.  DECREASE  THE  RATE  OF  RECURRENCES,  OR 
PREVENT  COMPLICATION 


Baserl  on  a review  ol  this  drug  by  the  National  Academy  ol 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  the  following  indications  as  ' prob- 
ably" ettective 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders), and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  Ilexure  syndrome  and  neurpgenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE.  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  ot  the  less-than-eflective  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropatby  (tor  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy),  obstructive 
disease  ot  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis),  paralytic  ileus,  intestinal  atony  ol  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  ol  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  ot  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  autonomic  neuropathy,  hepatic  or  renal 
disease,  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motil  ty  to  the  point  of  producing  a paralytic  ileus  and  the  use  ot 
this  drug  may  precipitate  or  aggravate  the  serious  complication  ot 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension, 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
It  should  he  noted  that  the  use  of  anticholinergic/aotispasmodic 
drugs  in  the  treatment  ot  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis)  Do  not  rely  on  the  use  ot  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVER^  REACTIONS  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention,  blurred  vision  and  tachycardia, 
palpitations,  mydriasis,  cycloplegia.  increased  ocular  tension, 
loss  of  taste,  headache,  nervousness,  drowsiness,  weakness, 
dizziness,  insomnia,  nausea,  vomiting,  impotence,  suppression  of 
lactation,  constipation,  bloated  feeling,  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis,  urticaria  and  other 
dermal  manilestations,  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons,  and  decreased  sweat- 
ing With  the  iniectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mo  capsule  and  svruo  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  tour  times  daily  Children 
1 capsule  or  teaspoontui  syrup  three  or  lour  times  daily  Intents  '/; 
teaspoonful  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  ol  water ) Bentyl  20  mo  Adults  1 tablet  three  or  lour 
times  daily  Bentyl  Iniection  Adults  2 ml  (20  mg  (every  lour  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  ot  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  ot  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  ol  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  hut  they  should  not  be  used  it  Bentyl 
with  Phenobarhilal  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 
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ALL  20  PROCEDURES 
$15.00 


Profile  20 


Results  in 

Lowering  Medical  Costs 

Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

lOTAL  PROTEIN 

albumin 

GLOBULIN 


ALK.  PHOSPHATASE 
LDH 
SGOT 

HEMOGLOBIN 
HEMATOCRIT 
WHITE  BLOOD  COUN 
RED  BLOOD  COUNT 
MCH 
MCV 
MCHC 
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DIRECTOR 
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MERRELL  NATIONAL  LABORATORIES 
Division  ol  Ricirardsoo  MeT'eiHnc 
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Fiske  Fund  Prize  Dissertation 

1978 


The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  for  the  Prize  Dissertation  of  1978: 


The  Effect  of  Modern  Therapeutics 
Upon  the  Quality  of  the 
Human  Gene  Pool 


For  the  best  dissertation  of  the  subject  worthy  of  a premium 
they  offer  three  prizes:  $500,  $300,  and  $200.  The  dissertation  will  be 
particularly  graded  on  the  basis  of  original  work  by  the  author.  The 
competition  is  not  restricted  to  physicians.  Each  competitor  for  the 
premium  is  expected  to  conform  with  the  following  regulations: 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
fifteenth  day  of  December,  1978,  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accompanying  it  a sealed 
envelope  hearing  the  same  motto  inscribed  on  the  outside  with  his 
name  and  address  withon.  The  author’s  name  should  appear  on 
the  title  page  of  the  manuscript. 

Previous  to  receiving  the  premium  awarded,  the  author  of  the 
successful  dissertation  must  transfer  to  the  Trustees  all  his  right, 
title  and  interest  in  and  to  the  same,  for  the  use,  benefit,  and 
advantage  of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  ones,  will  be  returned 
to  the  authors. 

The  dissertations  must  be  typewritten,  double  spaced  on 
standard  typewriter  paper  and  should  not  exceed  10,000  words. 


TRUSTEES,  CALEB  FISKE  FUND 
RHODE  ISLAND  MEDICAL  SOCIETY 


Secretary 

Miss  Judith  Zimmer 
106  Francis  Street 
Providence,  R1  02903 


Joseph  E.  Caruolo,  M.D. 
Charles  1 . Hill,  M.D. 
Peter  I..  Mathieu,  M.D. 


j October,  1978 
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PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 


100  HIGHLAND  AVENUE 
120  DUDLEY  STREET 
38  HAMLET  AVENUE 


PROVIDENCE,  R.l. 
PROVIDENCE,  R.l. 
WOONSOCKET,  R. 


331-3996 

331-3996 

766-4224 


SERviNq  Greater  R.I. 

PROvidiiNiq  DiAqNOsiic  X-RAy 

Services  to: 

* NuRsiNq  ANcI  ConvaIescent  Homes 

* ShuT  iiNs  ANcJ  PrIvate  Home  PvtIents 

* Post  SuRqicAl  PxTiENTs 

SaMEcIaY  EXAMilNATiON  ANcl  REpORTl’lNq 
lElEphoNE  REPORTS  iMMEcliATEly  wilEN  iNdiCATEcl  OR  REQUESTcd 


Hours:  MoNdAyT^RuFRidAy 

8A.Mto5PM. 

SATURdAy 

8 AM  TO  12  NOON 

Our  service  is  certified  by  the  R.l. 
Department  of  Health.  Reimbursement 
is  provided  by  Medicare,  R.l.  Blue 
Shield  and  Medical  Assistance. 
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iSNir  Patieiit 
Saves  Ddlais 
with  Generics 

byPUREB^C 

Here’S  Proof! 

1 

These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  pharmacies. 

QUANTITY  BRAND  NAME*  PRICE  PUREPAC  GENERIC  PRICE  SAVINGS 

30 Polycillin(250  mg.) $8.70  Ampidllin  (250  mg.) $2.40 . . $6.30 

100 Equanil  (400  mg.)C3 8.09  . . Meprobamate  (lOO  mg.  )6  1.83  6.26 

ioo Darvon  Comp.  65  C3  . . 7.83  . Propoxyphene  HCl  Comp.  65  0 4.63 . . 3.20 

100 Pavabid  (i50  mg.) 11.73  Papaverine  HCl  T.R.(ioo  mg.) 4.33  . 7.40 

100 Thorazine  (50  mg.) 6.03  . . Chlorpromazine  HCI(50  mg.) 3.23  2.80 

100 Librium(iOrng.)0 7.11.  Chlordiazepoxide  HCl  (iomg.)0. . 4.89..  2.22 


The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 


irand  names  are  registered  trademarks  of 
Iristol  Labs.,  Wyeth  Labs.,  Eli  Liiiy  & Co., 
larion  Labs.,  Smith  Kline  & French  Labs., 
|oche  Labs,  respectively. 


Purepac 

Elizabeth,  NJ  07207 


AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


Can  We  Prevent  Coronary  Disease 
In  Rhode  Island? 


The  State  Is  Ideally  Suited  For  A Dem- 
onstration Trial  Of  The  Effectiveness  Of 
Lifestyle  Modification 


By  Richard  A.  Carleton,  MD 


ysicians  and  other  health  professionals 
of  our  state  have  shown  increasing  aware- 
ness, concern,  and  expertise  in  disease 
prevention.  A major  challenge  for  disease 
prevention  in  the  1980’s  will  be  the  preven- 
tion of  diseases  of  adult  life.  With  vigorous 
application  of  our  knowledge  and  our 
abilities,  we  can  attenuate  the  epidemic  of 
heart  disease  in  our  country  and  our  state. 

The  environment,  the  genetic  makeup  of 
people,  lifestyles,  and  the  health  care  delivery 
system  all  influence  the  health  of  our 
population.  Genetic  predisposition  is  not 
presently  alterable.  The  health  care  delivery 
system  deals  well  with  disease  after  morbidity 
has  occurred,  but  it  is  a costly  process  which 
often  cannot  reverse  the  disorder.  The 
environment  is  gradually  undergoing  change 
as  health  professionals  and  others  recognize 
the  deleterious  ecological  and  health  aspects. 
It  is  in  the  realm  of  changing  life  styles  of  our 
population  that  major  changes  must  be  made 
in  our  societal  behavior.  With  a concerted 
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effort  at  re-educating  the  population  about 
health-giving  behavior,  we  can  expect  realis- 
tically to  curtail  sharply  the  incidence  and 
impact  of  cardiovascular  disease. 

The  State  of  Rhode  Island  shares  with  the 
other  forty-nine  states  a pandemic  of  athero- 
sclerosis related  disease.  Cardiovascular  dis- 
ease, largely  attributable  to  atherosclerosis, 
produced  54  per  cent  of  all  deaths  in  the  state 
during  1976'.  Diseases  of  the  heart  are 
associated  with  an  annual  death  rate  of 
approximately  413  per  100,000  population — 
a figure  nearly  twice  that  for  cancer,  the  next 
most  common  cause  of  death. 

The  cause  of  atherosclerosis  and  of 
coronary  heart  disease  is  not  known.  Many 
observations  have  indicated  that  the  cause  is 
multifactorial.  Important  among  these  fac- 
tors are  elements  transmitted  from  parent  to 
child.  The  precise  nature  of  the  transmission 
mechanism  is  not  clear.  Presumably  this 
familial  tendency  reflects,  in  part,  genetic 
transmission  of  a-lipoproteins  and  of  their 
attendant  hyperlipoproteinemias.-  This  is 
most  clearly  manifest  in  the  apparent  mono- 
genic hyperlipoproteinemia  commonly  spoken 
of  as  Frederickson  type  II-A.  Other  hyper- 
lipoproteinemias are  more  complex  and 
less  clearly  relate  to  expression  of  a single 
gene.  Other  factors  producing  a propensity 
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for  or  relative  protection  from  coronary 
artery  disease  transmission  within  families  is 
not  clear.  Suffice  it  to  say  that  these  factors 
are  presently  immutable.  It  may  ultimately  be 
that  increased  awareness  of  this  phenomenon 
in  the  population  may  encourage  counselling 
prior  to  marriage  or  production  of  Progeny 
in  families  where  premature  coronary  artery 
disease  has  been  prevalent. 

However,  there  are  many  other  factors 
which,  overlaid  on  the  inherited  traits,  clearly 
modify  the  risk  of  populations  or  of 
individuals  developing  manifest  coronary 
artery  disease.  Those  which  have  apparent 
major  impact  include  the  following: 

1.  Serum  cholesterol;  dietary  lipid  quanti- 
ty and  quality. 

2.  Prevalence,  detection,  and  control  of 
j hypertension. 

' 3.  Sedentary-Active  lifelong  habits. 

, 4.  Prevalence  and  intensity  of  the  smok- 

1 ing  habit. 

I 

Each  of  these  elements  is  subject  to 
modification  by  the  motivated  person.  Each 
can  be  modified  within  a society  by  a 
concerted  effort.’-* 

Many  other  phenomena  have  been  record- 
ed as  associated  or  minor  “risk  factors”  for 
coronary  heart  disease.  These  are,  however, 
less  prevalent  in  society,  less  compelling  in 
terms  of  the  evidence  indicating  a pathogenic 
role,  or  less  modifiable. 

The  evidence  that  these  major  “risk 
i factors”  are  cooperativley  culpable  in  the 
generation  of  coronary  heart  disease  is 
predominantly  epidemiologic.  Major  studies 
of  this  type  have  been  those  conducted  in 
Framingham,  in  Tecumseh,  in  Chicago,  and 
in  other  places.''  Each  of  these  is  effectively 
consonant  in  demonstrating  that  the  frequen- 
cy of  coronary  heart  disease  generally 
parallels  dietary  intake  of  total  fat  and 
i dietary  intake  of  relatively  saturated  fat.'^  i* 
These  epidemiological  studies  have  also 
I demonstrated  the  impact  of  hypertension  and 
of  smoking  as  indicators  of  the  population 
risk  of  coronary  heart  disease. 

) . A strong  statistical  association  has  been 

[ demonstrated  between  the  levels  of  serum 
>1  cholesterol  and  the  frequency  of  coronary 
Ij  heart  disease. In  turn,  serum  cholesterol 
^ reflects  both  presumed  genetic  factors  relat- 
?!  ing  to  endogenous  production  and  transport 
jj  of  cholesterol  and  an  important  effect  of 


exogenous  lipid  intake.  Secondary  effects  on 
blood  lipids  from  physical  activity'*  and 
obesity'**  have  also  been  demonstrated. 

Substantial  bodies  of  information  indicate 
that  atherosclerosis  is  a gradually  accruing 
process,  one  which  begins  in  the  young  and 
progresses  throughout  life  in  most  members 
of  developed  and  relatively  affluent  societies. 
Perhaps  the  greatest  recognition  of  this  came 
from  the  autopsy  studies  conducted  on 
soldiers  killed  during  the  Korean  conflict  and 
reported  by  Enos  and  coworkers. 

No  data  exist  as  far  as  the  writer  is  aware 
which  indicate  reversibility  of  human  ather- 
sclerosis  once  it  is  established.  Yet,  many 
major  trials  have  been  designed  to  cope  with 
the  problem  of  coronary  heart  disease  in 
populations  of  mature  and  older  individuals 
either  before  or  after  the  onset  of  clinical 
coronary  heart  disease.  In  light  of  the  lack  of 
proved  reversibility  in  man,  preventive  efforts 
later  in  life  are  likely  to  achieve  at  best  only  a 
slowing  of  progression  of  the  disease.  The 
benefits  will  in  all  likelihood  be  correspond- 
ingly reduced  if  efforts  are  restricted  to  the 
mature  population  in  which  atherosclerosis  is 
already  likely  to  be  well  advanced. 

Lipids,  Diet,  and  Coronary  Heart  Disease 

The  hypothesis  that  dietary  habits  strongly 
influence  the  risk  of  coronary  heart  disease 
rests  on  broad  factual  basis.  The  first  type  of 
information  is  that  contained  in  international 
studies  of  the  dietary  composition  and  the 
incidence  of  coronary  heart  disease.  This 
evidence  has  been  well  reviewed.^  Briefly, 
nations,  with  very  few  exceptions,  are  aligned 
in  a roughly  linear  fashion  in  terms  of  the 
incidence  of  coronary  heart  disease  and  the 
national  intake  of  total  lipids  and  particular- 
ly of  animal  and  dairy-origin  lipids.  Based  on 
the  available  data,  the  Select  Committee  on 
Nutrition  and  Human  Needs  of  the  Elnited 
States  Senate  has  recently  released  a set  of 
dietary  goals  for  the  United  States. In 
affect,  these  dietary  goals  accept  the  “diet- 
heart  hypothesis”  and  are  in  keeping  with  the 
dietary  targets  of  the  present  project.  They 
include,  first,  a compensatory  increase  in 
carbohydrate  consumption  with  an  increase 
in  consumption  of  complex  carbohydrates  in 
lieu  of  simple  carbohydrates.  The  second 
goal  is  to  reduce  the  overall  fat  consumption 
of  the  United  States  population  from  ap- 
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proximately  42  to  30  per  cent  of  total  energy 
intake.  I he  third  goal  i.s  to  reduce  saturated 
(at  consumption  to  approximately  10  percent 
of  the  total  energy  intake  with  a compensa- 
tory increase  in  polyunsaturated  and  mo- 
noLinsaturated  fats.  The  fourth  goal,  that  of 
reducing  cholesterol  consumption  to  ap- 
proximately 300  mg  a day,  reflects  the  small 
but  definite  innuence  of  dietary  cholesterol 
on  serum  cholesterol.  These  steps  reflect  the 
conviction  of  the  committee  that  diet  influ- 
ences blood  and  body  lipids  and  that  they,  in 
turn,  modify  the  risks  of  atherosclerosis.  The 
fifth  goal,  that  of  reducing  sugar  consump- 
tion by  approximately  40  per  cent  to 
constitute  approximately  15  per  cent  of  total 
energy  intake,  relates  predominantly  to 
implications  regarding  tooth  decay,  but  with 
little  apparent  impact  on  the  atherosclerosis 
problem.  The  sixth  goal  pertains  to  sodium 
consumption,  a change  which  reflects  the 
growing  concern  over  the  association  be- 
tween high  sodium  intake  and  hypertension 
is  well  recognized  as  relating  closely  to  the 
frequency  of  atherosclerosis  and  of  coronary 
heart  disease. 

This  Senate  committee  suggests  that  at- 
tainment of  the  national  dietary  goals  will 
affect  a 25  per  cent  reduction  in  the 
frequency  of  coronary  heart  disease. 

The  Select  Committee  on  Nutrition  and 
Human  Needs  report  has  generated  substan- 
tial and  enthusiastic  support,  but  has  also 
resulted  in  beleaguered  outcries  of  anguish 
from  small  segments  of  the  economy, 
particularly  those  devoted  to  production  and 
sale  of  saturated  lipids.  Among  the  most 
vociferous  outcries  have  been  those  from  the 
diverse  dairy  councils  of  the  country. 2“!  25 

It  is  clear  that  a number  of  modifications 
of  health  habits  of  our  nation  will  cause 
attendant  dislocations  of  industrial  output. 
Yet,  as  has  been  recently  argued  persuasively 
by  the  Secretary  of  the  Department  of 
Health,  Education  and  Welfare,  the  health  of 
the  nation  must  take  precedence  in  these 
controversies. 

Many  studies  have  been  concerned  with 
lowering  serum  cholesterol  by  dietary  or  by 
pharmacologic  means  to  determine  any  effect 
on  the  frequency  of  new  coronary  artery 
occlusions.  Some  of  these  trials  have  been 
directed  to  primary  prevention,  but  most 


have  concerned  secondary  prevention.  The 
results  have  been  carefully  reviewed. 2^  28 

In  general,  the  results  have  not  been 
impressive.  Yet,  again  it  must  be  recalled  that 
efforts  at  modifying  cholesterol  have  been 
carried  out  predominantly  in  populations  for 
whom  “the  die  is  already  cast”,  people 
advanced  in  years  and  usually  with  estab- 
lished disease.  Probably  the  most  careful 
study  is  that  of  Turpeinan  and  his  associ- 
ates-^-’” conducted  in  two  Finnish  hospitals. 
Dietary  lipid  composition  was  the  experi- 
mental variable.  The  study  has  admitted 
flaws,  but  appears  to  demonstrate  a signifi- 
cant difference  in  the  incidence  of  coronary 
heart  disease  episodes  in  a middle  aged 
population.  A somewhat  similar  study  con- 
ducted in  Wadsworth  Veterans  Administra- 
tion Hospital”  demonstrated  a significant 
difference  in  coronary  artery  occlusions  in 
the  group  receiving  a diet  low  in  unsaturated 
fat  and  cholesterol  and  high  in  polyunsatu- 
rated fat.  The  study  failed  to  provide  a valid  j 
test  of  the  diet-lipid-heart  hypothesis  because  | 

the  control  group  has  a much  higher  ! 

frequency  of  heavy  smoking.  The  combined  1 
effect  of  smoking  and  diet  may  indeed  be 
additive;  the  Wadsworth  study  bears  directly  | 
on  the  purpose  of  the  present  proposed  J 
project.  The  Wadsworth  study  also  suggested  | 
that  cancer  was  more  frequent  in  the  diet-  i 
modified  group,”  a feature  which  has  not  || 
been  confirmed  by  others.”  j 

A third  major  trial  in  primary  prevention  || 
was  the  New  York  Anti-Coronary  Club  ll 
study.-”  This  trial  used  a “prudent  diet”,  had  I 
a controlled  population  much  different  from  1 
the  test  population,  and  experienced  a rather  J 
high  drop-out  rate.  Despite  these  problems,  I 

the  study  showed  a reduction  in  new  I 

coronary  occlusions  in  the  experimental  1 
group.  I 

There  are  presently  under  way  three  major  1 
trials  in  primary  prevention.  The  first  of  9 
these,  that  of  the  Lipid  Research  Clinic,”  |l 
compares  diet  alone  with  diet  plus  cholesti-  ll 
ramine  in  a hypercholesteremic  population.  1 jl 
Apparently  it  was  concluded  that  since  diet  *|l 
had  a sulficiently  demonstratable  efficacy  it  |jl 
could  not  be  ethically  withheld  from  the  «|| 
control  population.  This,  in  turn,  may  ;9 
diminish  the  likelihood  of  attaining  signifi-  jl 
cant  results  in  the  trial.  The  second  trial  jl 
conducted  by  the  Multiple  Risk  Factor  I 
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Intervential  Trial,  is  a multicenter  study. A 
somewhat  similar  trial  is  being  carried  out 
under  the  auspices  of  a Euopean  collabora- 
tive group.  Results  of  this  trial  are  not  yet 
available. 

No  trial  beginning  with  the  young  and  of 
sufficient  duration  to  provide  results  perti- 
nent to  the  question  of  primary  prevention 
throughout  life  has  been  reported.  However, 
each  effort  at  primary  prevention,  despite 
problems,  has  provided  hope  of  effectiveness. 

Many  trials  of  secondary  prevention  through 
modifying  blood  lipids  have  been  conducted, 
but  most  have  included  relatively  small  num- 
bers of  subjects.  Some  of  these  have  involved 
diet,  some  drugs,  and  some  both.  One  study 
involving  diet  alone  is  that  reported  by  Leren 
from  Oslo.  There  was  an  initial  decrease  in 
new  coronary  artery  occlusions  during  the 
first  five  years.  After  a total  of  eleven  years, 
however,  mortality  was  unchanged  in  the 
experimental  group. In  a somewhat  similar 
study  the  British  Medical  Research  Council 
randomly  allocated  patients  to  two  groups, 
one  placed  on  an  experimental  diet  consisting 
of  reduced  saturated  fatty  acids  and  enriched 
with  polyunsaturated  fatty  acids,  and  the 
other  as  controls.  There  were  no  significant 
differences  in  the  frequency  of  new  coronary 
artery  episodes  or  in  the  mortality  during  the 
experimental  period  as  between  the  two 
groups. 

Pharmacologic  treatments,  often  combined 
with  diet,  have  been  tested  in  many  studies. 
Clofibrate  alone  has  been  used  in  at  least  two 
studies.  One  study"**’  showed  no  change  in 
mortality  or  incidence  of  recurrent  myocar- 
dial infarction,  but  did  not  show  a choleste- 
rol-lowering effect.  The  other  demonstated 
decreases  both  in  cholesterol  levels  and  in 
mortality."" 

The  United  States  Coronary  Drug  Project 
was  a major  trial  which  has  proved  a model 
for  subsequent  multicenter  trials.*^  In  this 
j trial  estrogens  and  d-thyroxine  were  demon- 
I strated  to  have  deleterious  effects.  Clofibrate 
i and  niacin  clearly  reduced  serum  cholesterol 
I and  triglyceride  levels,  but  mortality  was  not 
influenced. 

The  results  of  these  secondary  prevention 
t)  trials  are  subject  to  a number  of  interpreta- 
f tions:  that  the  diet-lipid-heart  hypothesis  is 
false;  that  an  inadequate  degree  of  lipid 
modification  was  accomplished;  that  studies 


conducted  in  persons  of  middle  age  or  older 
who  have  already  experienced  myocardial 
infarction  are  already  doomed  to  failure 
because  far  advanced  atherosclerotic  lesions 
exist.  Therefore,  I believe  that  secondary 
prevention  is  a worthwhile  goal,  and  that  by 
the  same  token  primary  prevention  must 
begin  at  an  early  age. 

Hypertension 

The  1960-1962  United  States  Pubilc  Health 
Service  survey*^  of  hypertension  in  the 
United  States,  revealed  its  incidence  to  be 
approximately  8 per  cent  in  the  population 
between  the  ages  of  20  and  44,  25  per  cent  in 
those  between  45  and  64,  and  38  per  cent  in 
those  over  65.  It  has  further  been  estimated 
that  only  approximately  2 per  cent,  15  per 
cent,  and  23  per  cent  respectively  are  aware 
of  this  hypertension.  Clearly  there  is  in  our 
society  an  enormous  reservoir  of  undetected, 
and  consequently  untreated  hypertension. 
Even  among  those  who  have  recognized 
hypertension,  the  frequency  of  effective 
treatment  has  been  low."** 

Several  studies  have  clearly  shown  the 
pathogenic  role  of  hypertension  in  coronary 
heart  disease."*^  The  precise  mechanism  by 
which  the  risk  of  coronary  disease  is 
augmented  is  not  clear,  but  the  phenome- 
non remains  unchallenged.  The  magnitude  of 
risk  has  been  estimated  from  data  from  the 
Framingham  study  as  ranging  from  a 1.5- 
fold  increase  in  risk  with  a systolic  blood 
pressure  of  150  to  a more  than  3-fold 
increase  in  risk  with  a systolic  pressure  of  180 
mm  Hg.  Moreover,  it  is  clear  that  treatment 
of  hypertension  substantially  modifies  mor- 
bidity with  either  severe^’  or’with  moderate-*^ 
elevation  of  diastolic  blood  pressure. 

Effective  programs  for  recognition  and  for 
ensuring  adequate  treatment  of  hypertension 
represent  an  important  part  of  a health 
program  for  our  society.  There  is  little 
question  that  an  effective  endeavor  of  this 
type  will  reduce  the  risk  of  coronary  heart 
disease  and  of  other  morbid  cardiovascular 
episodes  in  the  population.  Many  efforts 
have  been  made  to  increase  awareness  of 
hypertension  as  a health  problem. 

Physical  Activity  and  Coronary  Heart  Disease 

Many  data  indicate  that  a sedentary 
lifestyle  is  associated  with  an  increased  risk 
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of  coronary  heart  disease.  It  is  quite  clear 
that  the  individual  who  was  once  athletically 
inclined  and  who  subsequently  reverts  to  a 
relatively  sedentary  life  is  not  protected  from 
subsequent  coronary  occlusive  episodes. On 
the  other  hand  there  are  several  studies  which 
indicate  a primary  preventive  effect  of 
sustaining  a physically  active  lifestyle.  Im- 
portant among  these  studies  are  those 
directed  at  London  busmen^'  (although 
subsequent  studies^^  suggested  inate  differ- 
ences between  conductors  and  bus  drivers, 
based  upon  differences  in  initial  uniform 
size).  Other  studies  have  been  conducted  in 
railroad  workers^L  rural  Americans^'*,  and  in 
longshoremen^^  56  Each  one  has  shown  a 
lower  mortality,  fewer  coronary  artery  occlu- 
sions, or  both,  in  the  physically  active 
subjects. 

A different  type  of  study  has  been  carried 
out  by  Morris^^  pertaining  to  leisure  activi- 
ties. This  demonstated  a significantly  reduced 
incidence  of  coronary  heart  disease  in  those 
individuals  who  filled  leisure  time  with 
physically  active  pursuits,  in  contrast  to  those 
inclined  to  a sedentary  way  of  life.  Similar 
data  have  been  reported  by  Paffenberger^*. 
These  studies  have  uniformly  indicated  an 
important  protective  role  among  those  who 
are  physically  active. 

One  of  the  clear  consequences  of  “modern” 
society  has  been  a reduction  in  caloric 
expenditure  through  physical  activity  as  years 
advance.  In  turn,  this  appears  to  have  taken 
its  toll  in  the  frequency  of  coronary  heart 
disease  morbid  episodes.  Reversal  of  this 
trend  constitutes  an  important  element  of 
coronary  heart  disease  prevention. 

Smoking  and  Coronary  Heart  Disease 

One  of  the  true  paradoxes  of  modern 
society  is  the  fact  that  legislative  mandates 
exist  for  banning  substances  which  have  been 
incriminated  as  minor  carcinogens  in  experi- 
mental animals  while  subsidizing  the  produc- 
tion and,  indirectly,  the  sale  of  tobacco 
products.  Tobacco  smoking  is  unequivocally 
carcinogenic;  it  also  has  the  dreadful  trait  of 
augmenting  the  risk  of  the  major  United 
States  killer — coronary  heart  disease — by 
two-or  threefold.  The  data  relating  cigarette 
smoking  to  coronary  heart  disease  are 
predominantly  epidemiologic,  but  extremely 
eompelling.59  6o 


Important  among  the  studies  that  have 
demonstrated  the  augmenting  effect  of  ciga-  j 
rette  smoking  on  mortality  from  coronary 
heart  disease  have  been  those  of  Doll  and 
Hill.^'  Similar  data  were  gathered  by  Dorn 
and  Kahn  in  a study  of  United  States  war  [ 
veterans  reported  by  Kahn.^^  Each  of  these 
studies  has  also  clearly  demonstrated  a i 
reduction  in  risk  almost  to  the  non-smoker  . 
level  within  about  two  years  following  [ 
cessation  of  smoking. 

Unfortunately,  truly  effective  strategies  to 
prevent  smoking  in  the  young  have  not  been  ,j 
fully  developed.  Yet,  based  on  available  data, 
a multiple  educational  approach  to  this  | 
problem  clearly  is  indicated.  Such  an  ap-  I 
proach  has  recently  been  announced  by  I 
HEW  Secretary  Joseph  A.  Califano,  Jr.  as  a | 
national  priority.  I 

Wilhelmsen  and  associates  have  designed  I 
and  are  carrying  out  a multiform  primary  I 
prevention  trial  in  Goteberg,  Sweden.  This  J 
trial  has  demonstrated,  as  have  other  efforts,  I 
the  effectiveness  of  anti-smoking  efforts  in  a I 
primary  heart  disease  prevention  program. .1 

The  entirety  of  the  multifactorial  cause  of  I 
coronary  heart  disease  remains  obscure!  i 
However,  enough  is  currently  known  to  I 
conclude  that  there  are  several  modifiable  I 
factors  in  the  population  at  large,  each  of  I 
which  holds  major  promise  for  reducing  the  I 
risk  of  coronary  heart  disease.  I 

The  Challenge  for  Rhode  Island  I 

Modification  of  these  lifestyle  factors  || 
promises  to  result  in  substantial  reduction  of  1 
coronary  heart  disease  incidence  and  impact.  I 
At  the  present  time  appoximately  650,000  i 
deaths  annually  are  caused  by  this  pandemic  I 
in  our  country.  There  has  been  a slight  I 
reduction  in  recent  years,  perhaps  attributa-  i 

ble  to  increased  population  awareness  of  the  I 
import  of  these  “risk  factors”.  It  seems  clear  I 
that  now  is  the  time  to  conduct  a major  1 
demonstration  trial  of  the  effectiveness  of  I 
heart  health  factor  modification  in  all  ages  of  I i 
the  population.  The  State  of  Rhode  Island  is  jl  I 
optimally  suited  to  this  task.  ||  ^ 

The  time  required  to  demonstrate  changes  1 ^ 
in  morbidity  and  mortality  due  to  atheroscle-  i|  'f 
rosis  will  be  relatively  long,  but  it  is  to  be  jl  i 
anticipated  that  the  gains  from  a forceful  jl  .J* 
program  aimed  at  modifying  the  lifestyle  Jl  ^ 
behavior  of  our  state  population  will  be  I p. 
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substantial.  It  has  been  estimated  that  a 
reduction  of  40  to  50  per  cent  in  the 
mortality  of  coronary  heart  disease  can  be 
achieved  within  one  and  one-half  decades  by 
such  an  approach.  An  accompanying  signifi- 
cant increment  in  life  expectancy  will  accrue. 

This  approach  must  include  education 
directed  at  all  segments  of  our  population 
about  better  ways  to  live.  These  better  ways 
to  live  must  include  establishing  lifelong 
dietary  habits  beginning  in  the  neonatal 
period.  It  must  include  stimulating  increased 
awareness  of  blood  pressure  as  a silent  health 
problem.  It  must  include  continued  strong 
and  diversified  efforts  to  sharply  curtail 
smoking  among  our  population.  It  must 
include  the  development  of  physical  activity 
as  a way  of  life  to  replace  the  increasing 
indolence  which  our  society  has  developed  in 
recent  decades. 

This  type  of  program  must  be  a collabora- 
tive effort  between  physicians  and  educators 
and  must  involve  all  sections  of  the  popula- 
tion. Physicians  of  the  state  must  recognize 
that  they  are  role  models  of  health  as  well  as 
providers  of  health  care.  With  a concerted 
effort  of  the  health  care  professionals  and  the 
educators  of  our  state,  the  pandemic  of 
coronary  heart  disease  can  be  sharply 
curtailed  and  longevity  can  be  increased. 

Acknowlegement 

I should  like  to  express  my  grateful  thanks 
for  the  outstanding  assistance  provided  in 
this  work  by  Mrs.  Joan  Rowland. 

References 

'Vita!  Statistics.  Providence,  Rl.  Rhode  Island  State 
Department  of  Health,  1976. 

^Fredrickson  DS,  Lees  RS:  A system  for  phenotyping 
hyperlipoproteinemia.  Circ  .7 1 :.72 1-.727,  Mar  65. 

’Wilhelmsen  L.  Tibbin  G,  Werko  L;  A primary  pre- 
vention study  in  Gothenburg,  Sweden.  Prev  Med 
1:153-160.  Mar  72. 

“’Pyorala  K,  et  al:  A controlled  study  of  the  effects  of 
18  months  physical  training  in  sedentary  middle-aged 
men  with  high  indexes  of  risk  relative  to  coronary  heart 
disease.  Coronary  Heart  Disease  and  Physical  Fitness 
(Copenhagen,  Munksgaard):  261-265,  1971. 

^Reid  DD:  Smoking  and  ischaemic  heart  disease  pre- 
vention— problems  and  potential  Prev  Med  1:84-91, 
Mar  72. 

'’The  Multiple  Risk  Factor  Intervention  Trial  (MRFIT) 
a national  study  of  primary  prevention  of  coronary 
heart  disease.  JAMA  235:825-827,  23  Feb  76. 

’Truett  J,  Cornfield  J,  Kannel  W:  A multivariate 
analysis  of  the  risk  of  coronary  heart  disease  in 
Framingham.  J Chronic  Dis  20:51 1-524,  Jul  67. 


**Kannel  W'B,  Dawber  7 R,  McNamara  PM:  Detection 
of  the  coronary-prone  adult:  the  Framingham  study. 
./  Iowa  Med  Soc  56:26-34,  .Ian  66. 

’Fpstein  f-M:  The  epidemiology  of  coronary  heart 
disease.  A review.  ./  Citron  Dis  18:735-774.  Aug  65. 

'"Kannel  W'B,  Castelli,  WT’,  McNamary  I’M.  I he 
coronary  profile:  12-year  follow-up  in  the  Framing- 
ham study.  J Occup  Med9:h\  1-619,  Dec  67. 

"Carlson  LA  Bottiger  LE:  Ischaemic  heart-disease  in 
relation  to  fasting  values  of  plasma  triglycerides  and 
cholesterol.  Stockholm  Prospective  Study,  Lancet 
1:865-868,  22  Apr  72. 

'^Wood  PD,  Stern  MP,  Silvers  A,  et  al:  Prevalence  of 
plasma  liporotein  abnormalities  in  a free-living 
population  of  the  Central  Valley  California.  Circ 
45:1 14-126,  .Ian  72. 

'’Keys  A,  Aravanis  C.  Blackburn  H:  Probability  of 
middle-aged  men  developing  coronary  heart  disease  in 
five  years.  Circ  45:815-828,  Apr  72. 

'•’Chiang  BN,  Periman  LV,  Fulton  M,  et  al:  Predis- 
posing factors  in  sudden  cardiac  death  in  Tecumseh. 
Michigan:  a prospective  study  Circ  41:31-37,  Jan  70. 

'’Turpeinen  O,  International  Lecture,  50th  Scientific- 
Sessions  of  American  Heart  Association. 

'"Keys  A (ed):  Coronary  heart  disease  in  seven 
countries.  Circ  41  (suppl  l):l-l  - 1-21  I.  Apr  70. 

'’Westlund  K.  Nicolaysen  R:  Ten-year  mortality  and 
morbidity  related  to  serum  cholesterol.  A follow-up  of 
3,751  men  aged  40-49.  Scand  J Clin  l.ah  Invest  30 
(suppl  127):  1-24,  1972. 

'"Thompson  P,  Jeffrey  RW'.  W'ing  RR,  Wood 
PD:  Changes  in  plasma  high  density  lipoprotein 
cholesterol  with  weight  loss.  Metabolism,  submitted  to 
be  published. 

'"Ashley  FW  .Ir.  Kannel  W'B:  Relation  of  weight 
change  to  changes  in  atherogenic  traits:  J he 

Framingham  study.  J Chronic  /)/.v  27: 1 03- 1 14.  Mar  74. 

’"Enos  WF,  Holmes  RH,  Beyer  J:  Coronary  disease 
among  United  States  soldiers  killed  in  action  in  Korea; 
preliminary  report.  J.AM.A  152:1090-1093.  .lul  53. 

-'Dietary  Goals  for  the  United  States.  Report  of  the  US 
Senate  Select  Committee  on  Human  Nutrition. 

’’Dahl  LK:  Salt  intake  and  salt  need.  N Eng!  J Med 
258:1152-1157,  1205-1208,  1958. 

’’Kannel  W'B.  Gorden  T.  Schwartz  M.l:  Systolic  versus 
diastolic  blood  pressure  and  risk  of  coronary  heart 
•disease.  The  Framingham  study.  .4m  J Cardiol 
27:335-346.  Apr  71. 

’"US  Dietary  Goals  — a prospective. ./  Nutrit  Educ9. 152. 
1977. 

’-'Responses  to  US  dietary  goals,  letter.  Nutrition  Today 
12:1  I,  Nov-Dec  77. 

’"Ahrens  EH  Jr:  The  management  of  hyperlipidemia: 
Whether,  rather  than  how.  .Ann  Intern  ,f/cr/  85:87-93. 
Jul  76. 

’’Borhani  NO:  Primary  prevention  of  coronary  heart 
disease:  A critique.  Amer  J of  Cardiol  40:251-259. 
Aug  77. 

’"Fejfar  Z:  Prevention  against  ischaemic  heart  disease: 
a critical  review,  in  Oliver  MF(ed):  Modern  Trends 
in  Cardiology.  Massachusetts.  Hutterworth.  1975. 
p 465. 

’"Turpeinen  O,  Miettinen  M,  Karvonen  M.l,  et  al: 
Dietary  prevention  of  coronary  heart  disease:  Long 
term  experiment.  1.  Observations  on  male  subjects. 
Amer  J Clin  Nutr  21:255-276,  Apr  68. 


! C.AN  We  Prevent  Coronary  Disease  In  Rhode  Isi  and 


.373 


'"Mitlincii  M,  luipcincn  ().  Karvoiicn  M.l:  I liect  ol 
cholcslci ol-lowci ing  diet  on  mortality  Irom  coronary 
hc;ii t-(lisc;isc  and  other  e;iiises  a twelve  year  clinical 
ti  ial  in  mett  and  women.  I ain  cl  2:S.V‘>-SI.^K,  21  Oct  72. 

''Dayton  S.  I’earec  Ml.  llashimoto  A,  et  al:  A con- 
trolled trial  ol  a diet  high  in  iinsaturitted  fat  in  prevent- 
ing complications  ol  art heroselerosis.  ( Ire  4d  (siippl  2) 
II  I - 11-6,7,  .ltd  6h. 

''I’earee  Ml  , Dayton  S:  Incidence  ol  etinccr  in  men  on 
a rliet  high  in  polyimsatnrated  lat.  lamd  1:464-467, 
6 Mar  71. 

''Fderer  1 , I eren  P,  I urpeinen  O,  el  al:  Cancer  among 
men  on  cholesterol-lowering  diets.  I.anccl  2;2()3-206, 

24  .lul  71. 

'•'Rin/ler  Sll:  Primary  prevention  of  coronary  heart 
disease  by  diet.  Hull  \ Acad  ,A/er/ 44:9,76-949,  Aug  6S. 

'‘'Habak  I’A.  Sehrotl  H(i,  Connor  WF:  The  coronary 
primary  prevention  trial.  ./  Iowa  Med  Soc  64:19-77, 
.Ian  74. 

'''  I he  Multiple  Risk  Factor  Intervention  Frial  (MRFFl ) 
a national  study  of  primary  prevention  of  coronary 
heart  disease.  JAMA  275:825-827,  27  Feb  76. 

’’World  Health  Organi/ation  Furopean  Collaborative 
Group:  An  international  controlled  trial  in  the  multi- 
laetorial  prevention  of  coronary  heart  disease,  hti  ./ 
Hpidemiol  7:219-224.  Sep  74. 

’’’I.eren  Fhe  effect  trf  plasma  cholesterol  lowering 
diet  in  male  survivors  of  myocardial  infarction.  A 
controlled  clinical  trial.  Ada  Med  Seam  (suppi  466) 
1-92.  1966. 

''’A  controlled  trial  of  soya-bean  oil  in  myocardial 
infarction.  Report  of  a research  committee  to  the 
Medical  Research  Council.  I.aneei  2:697-699, 
28  Sep  68. 

■'"Ischaemic  heart  disease:  a secondary  prevention  trial 
using  clof  ibrate.  Report  by  a research  committee  of  the 
Scottish  Society  of  l'*hysicians.  Br  Med  .1  4:775-784. 

25  Dec  71. 

^'Trial  of  clofibrate  in  the  treatment  of  ischemic  heart 
disease:  five-year  study  by  a group  of  physicians  of 
the  Newcastle  upon  Tyne  region.  Br  Med  J 4:767-775. 
25  Dec  71. 

■'-Coronary  [2rug  Project  Research  Group:  the  coronary 
drug  project:  design,  methods  and  baseline  results. 
Cite  47  (suppi  I)  I- 1 1-50.  Mar  73. 

■"F^ublic  Health  Service,  publication  1000,  series  I I, 
No,  17.  US  Department  of  Health.  Education  and 
Welfare,  1966. 

■'■'Schoenberger  .lA.  Stamler  J.  Shekelle  RB.  et  al: 
Current  status  of  hypertension  control  in  an  industrial 
population.  JA  M A 222:559-562,  70  Oct  72. 

"‘’Wiber  .lA.  Millward  S.  Balding  A.  et  al:  Atlanta 
community  high  blood  pressure  program  methods  of 
community  hypertension  screening.  Cire  Res  70-71 
(suppi  II):  H-IOI,  1972. 

•'"Kannel  WB.  Schwartz  M.l,  McNamara  PM:  Blood 
pressure  and  risk  of  coronary  heart  disease:  the 
Framingham  study.  Dis  Chest  56:47-52,  .luly  69. 

■'''Veterans  Administration  Cooperative  Study  Group  on 
Antihypertensive  Agents:  Effects  of  treatment  on 
morbidity  in  hypertension:  Results  in  patients  with 
diastolic  blood  pressures  averaging  115  through  179 
mmHg.  JAMA  202:1028-1074,  II  Dec  67. 

■"'Veterans  Administration  Cooperative  Study  Group  on 
Antihypertensive  Agents:  Effects  of  treatment  on 
morbidity  in  hypertension:  11.  Results  in  patients 


with  diastolic  blood  pressure  averaging  90  through  144 
mmllg.  JA  MA  217:114.7-1152.  17  Aug  70. 

■'''Breckenridge  A.  Dollery  Cl.  Parry  FH:  Prognosis  of 
treated  hypertension.  Changes  in  life  expectancy  and 
causes  of  death  between  1952  and  1967.  QJ Med 
.79:41  1-429,  .lul  70, 

'"Pomeroy  WC.  White  PI).  Coronary  heart  disease  in 
former  football  players.  JAMA  167:71  1-714.  ,lune  58. 

''Morris  .IN.  et  al:  Coronary  heart-disease  and  physical 
activity  of  work,  lancet  2:1057-1057.  21  Nov  5.7. 

'-Morris  .IN,  Heady  .lA.  Raffle  PAB:  Physique  of 
Fondon  busmen;  epidemiology  of  uniforms,  lancet 

2:569-570,  15  Sep  56. 

"1'aylor  HI,.  Klcpetar  F,  Keys  A.  Parlin  W,  Blackburn 
IF  P uchner  I : Death  rates  among  physically  active 
and  sedentary  employees  of  the  railroad  industry. 
Anter  J Huh  )lealth  52:1697-1707.  Oct  62. 

'■'Zukel  W.l,  et  al:  A short-term  community  study  of  the 
epidemiology  of  coronary  heart  disease.  Am  J Huh 
Health  49:1670-1679,  Dec  59. 

"Paffenbarger  RS  Jr,  Faughlin  MF.  Gima  AS,  Black 
RA:  Work  activity  of  longshoremen  as  related  to 
death  from  coronary  heart  disease  and  stroke.  N En^l  J 
Med  282:1 109-1  114,  14  May  70. 

"’Paffenbarger  RS,  Hale  WE:  Work  activity  and 
coronarv  heart  mortalitv.  N En}>l  J .f/cr/  292:545-550, 
17  Mar ’75. 

'’Morris  JN.  Chave  SP.  Adam  C.  et  al:  Vigorous 
exercise  in  leisuretime  and  the  incidence  of  coronary 
heart  disease.  Lancet  F777-d.7.79,  17  Feb  77. 

"'Paffenbarger  RS  .Ir,  Wing  AF.  Hyder  RT:  Con- 
temporary physical  activity  and  incidence  of  heart 
attack  in  college  men.  Abstract  46.  50th  Scientific 
Sessions  of  American  Heart  Association. 

'''Jenkins  CD.  Rosenman  RH.  Zyzandki  S.I:  Cigarette 
smoking.  Its  relationship  to  coronary  heart  disease  and 
related  risk  factors  in  the  Western  Collaborative 
Group  Study.  Cite  78:1 140-1  155.  Dec.  68. 

""Hammond  EC:  Smoking  in  relation  to  the  death  rates 
of  one  million  men  and  women,  Nat  Cancer  Inst 
Mnttogr  19:127-204,  Jan  66. 

Doll  R,  Hill  AB:  Mortality  in  relation  to  smoking:  Ten 
years'  observation  of  British  doctors.  Brit  Med  J 
1:1799- 14 10.  70  May  64. 

19:1-125,  Jan  66. 

Doll  R,  Hill  AB:  Mortality  of  British  doctors  in 
relation  to  smoking:  Observations  on  coronary 
thrombosis.  Natl  Cancer  Inst  Monogr  19:205-268. 
Jan  66. 

"'Kahn  HA:  The  Dorn  study  of  smoking  and  mortality 
among  US  veterans:  Report  on  eight  and  one-half 
years  of  observation.  Natl  Cancer  Inst  Monogr 
19:1-125.  Jan  66. 

"'Wilhelmsen  F:  A smoking  cessation  programme  in  a 
field  trial,  in  Tibblin  G.  Keys  A,  Werko  I.  (eds): 
Hreventive  Cardiology.  Stockholm,  Almquist  & Wik- 
sell,  1972,  pp  97-102, 


The  Memorial  Hospital 
Pawtucket,  Rl  02860 


374 


Rhode  Isfand  Medicaf  Journal 


KEOGH 

Deduction 

Increased! 

from  $7y500  to  $17,310 

Contributions  for  this  new  plan  depend  on  age  and 
compensation. 

Adopt  our  new  plan  before  the  end  of  the  year  to 
take  advantage  of  the  higher  deduction. 

For  further  information  call  (617)  738-7700  or  mail 
in  coupon  below: 

]\ew  England  Physicians 
Advisory  Services,  Inc. 

1238  Boylston  Street  Chestnut  Hill,  MA  02167 


I 1 

I □ Yes,  I’d  like  more  information.  i 

I Name i 

I Address 1 

I City State Zip j 

I Telephone  Number  1 ] I 

I I 


Or  call  (617)  738-7700 


Child  Abuse  And  Neglect  Update 


The  Prevention  Of  Neglect  Or  Abuse  Is 
Obvious  Goal 


By  John  S.  O’Shea,  MD 


In  spite  of  a fairly  recent  review  of  the 
topic  in  this  journal  (Jaso,  H,  58:474-5, 
1975)  and  a profusion  of  articles  here  and 
abroad,  a summary  of  the  several  current 
Rhode  Island  developments  in  the  field  of 
child  abuse  and  neglect  may  be  helpful. 

Recognition  and  Reporting 

The  parents  most  apt  to  mistreat  a child  are 
those  undergoing  an  emotional  or  financial 
crisis  who  do  not  have  the  usual  support  pro- 
vided by  relatives  or  close  friends.  Young  single 
parents  are  frequently  in  this  predicament. 
The  child  most  apt  to  be  mistreated  is  the 
one  regarded  by  the  parents  as  “imperfect”: 
mentally  or  physically  abnormal,  born  with 
the  wrong  se.x  or  birthday,  or  not  wanted  at 
all.  As  last  revised  in  1976  Rhode  Island  state 
law  requires  that  anyone  suspecting  that 
child  abuse  or  neglect  has  occured  or  is 
occurring  must  make  a verbal  or  written 
report  to  the  Protective  Services  Unit  (PSU) 
of  the  division  of  child  welfare  of  the 
Department  of  Social  and  Rehabilitative 
Services  (SRS).  This  report  can  be  anony- 
mous; the  reporter  is  immune  from  prosecu- 
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of  Ambulatory  Pediatrics,  Rhode  Island 
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tion  for  making  the  report  provided  he  or  she 
acts  in  good  faith.  Although  agencies  dealing 
with  children  (especially  schools  and  hospi- 
tals) often  establish  procedures  whereby  the 
one  suspecting  child  abuse  or  neglect  tells  a 
supervisor  who  in  turn  makes  a report  to 
PSU,  it  must  be  stressed  that  the  basic 
obligation  that  the  report  be  made  rests  with 
the  one  suspecting.  A supervisor  should  not 
penalize  an  employee  for  making  a report 
directly  to  PSU,  especially  if  the  employee 
has  tried  unsuccessfully  to  follow  his  or  her 
agency’s  procedure.  General  awareness  of 
ehild  abuse  and  neglect  and  of  Rhode  Island 
state  law  on  this  subject  can  be  expected  to 
continue  to  increase  because  of  statewide 
training  programs  run  the  past  two  years  by 
the  Department  of  Social  and  Rehabilitative 
Services  (SRS)  for  teachers,  social  workers, 
police  officers,  lawyers,  judges,  nurses,  and 
physicians. 

To  complement  this  increased  awareness, 
a statewide  “hotline”  was  initiated  in  May  of 
this  year,  whereby  anyone  may  receive  infor- 
mation about  or  report  suspected  ehild  abuse 
or  negleet  at  any  time.  This  service  is 
run  by  the  Department  of  SRS,  with 
Pawtueket  Family  Service  contracted  to 
assume  responsibility  for  its  day-to-day 
operation.  Although  reports  to  PSU  have 
increased  about  tenfold  during  the  past 
decade  (a  trend  that  is  expected  to  continue 
at  least  in  the  near  future  because  of  the 
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statewide  training  programs  and  “hotline”),  it 
is  unknown  whether  child  abuse  and  neglect 
are  in  fact  increasing  in  Rhode  Island.  In  fact, 
the  general  improvement  in  the  economy  and 
the  departure  of  many  Navy  personnel  from 
Rhode  Island  would  seem  to  indicate  that  the 
actual  occurance  may  be  decreasing,  since 
child  abuse  and  neglect  are  often  reported 
more  in  times  of  financial  stress  and  among 
populations  such  as  the  Navy’s  (i.e.  young 
and  frequently  separated  from  usual  sources 
of  support). 

Evaluation  and  Acute  Therapy 

These  two  topics  are  considered  together 
because  the  evaluation  provided  by  social 
workers  of  the  PSD  often  provides  the  family 
with  the  opportunity  to  relate  to  a source  of 
emotional  support,  always  an  intregal  part  of 
the  acute  therapy.  Although  only  a minority 
of  the  children  in  these  families  need  acute 
hospital-based  medical  care  (usually  neuro- 
surgery, or  orthopedic  or  abdominal  surge- 
ry), hospitalization  should  usually  be  ar- 
^ ranged,  since  it  offers  a “hospice”  that  is 
usually  uniquely  able  to  provide  the  child 
acutely  with  more  safety  than  either  a foster 
home  or  his  or  her  parents.  Although 
I traumatic  and  costly  to  the  family,  this 
temporary  separation  of  the  child  from  the 
! parents  often  allows  the  parents  some  rest 
and  the  opportunity  to  resolve  the  crisis  that 
might  well  have  been  the  immediate  antece- 
dent of  the  maltreatment.  Parents  are  usually 
not  resistant  to  their  child’s  hospitalization, 

! but  seem  relieved  that  their  difficulties  have 
! been  appreciated  and  may  even  be  helped, 
i Rhode  Island  state  law  actually  provides  that 
! physicians  can  hospitalize  for  up  to  72  hours 
I children  suspected  of  abuse,  sexual  molesta- 
I tion,  or  failure  to  thrive  without  either  a 
i court  order  or  parental  permission.  Since 
I 1974  when  this  72-hour  period  of  hospitaliza- 
• tion  was  provided  by  law,  most  children  have 
j returned  directly  from  the  hospital  to  their 
parents’  homes,  whereas  in  previous  years 
! most  where  placed  from  the  hospital  at  least 
I temporarily  in  foster  homes  supposedly 
' because  the  PSU  social  workers  did  not 
: believe  that  they  had  been  able  to  establish 

^ rapport  with  the  parents  during  the  extreme- 
ly short  periods  that  the  children  had  been 
hospitalized.  Even  when  a reported  child  is 
not  hospitalized,  recent  increases  in  staffing 

j Chh  d Abuse  And  Neglect  Udate 


allow  the  PSU  to  become  involved  with  a 
family  suspected  of  abuse  or  neglect  usually 
within  24  hours  of  receipt  of  a report. 

Long-term  Therapy 

1 he  prevention  of  further  neglect  or  abuse 
is  the  obvious  goal.  Although  documentation 
is  somewhat  faulty,  it  appears  that  continu- 
ing support  to  the  family  (especially  in  times 
of  crisis)  is  fairly  effective.  In  Rhode  Island, 
PSU  provides  this  support  as  long  as  it  seems 
needed,  assisted  by  various  private  citizens 
(e.g.  “Parents  Anonymous”  groups  of  similar 
parents)  and  in  East  Providence  by  a 
program  at  the  Emma  Pendleton  Bradley 
Hospital.  The  long-range  effectiveness  of  the 
support  provided  within  Rhode  Island  is 
unknown,  however,  especially  as  regards  the 
type  of  parents  reported  children  become.  To 
help  futher  assess  the  outcome  of  various 
long-term  programs  offered  in  Rhode  Island 
and  to  compare  these  to  approaches  found  in 
other  parts  of  our  country,  it  is  hoped  that 
Rhode  Island  Hospital  (which  reports  about 
60  children  annually  to  PSU,  many  more 
than  any  other  hospital  in  the  state)  will  be 
able  to  begin  a program  with  the  collabora- 
tion of  the  Department  of  SRS  and  Bradley 
Hospital.  In  this  program  Children  reported 
to  PSU  would  be  randomly  assigned  to  have 
their  parents  receive  ongoing  support  (in 
addition  to  that  provided  by  their  private 
physicians,  PSU,  and  peer  groups  like 
Parents  Anonymous)  from  (a)  hospital-based 
social  workers,  (b)  “lifelines”  recruited  from 
the  families’  neighborhoods  to  provide  con- 
tinuing support  under  the  supervision  of 
hospital-based  social  workers,  or  (c)  the  staff 
of  the  current  child-abuse  program  at 
Bradley  Hospital.  Over  a period  of  many 
years  these  various  approaches  would  be 
analyzed  from  the  points  of  view  of  the 
outcome  of  the  participating  families,  the 
satisfaction  of  the  various  therapists,  and 
monetary  cost. 


Department  of  Pediatric.s 
Rhode  Island  Hospital 
Providence,  RI  02902 
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Blackstone 


Easier  for  you,  nicer  for  them. 


• Same- Day  Surgery  facilities  tor  general  surgeons, 
gynecologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngologists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  stah 

• General  anesthesia 

• Block  hookings 

• Modena,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  amhula' 
tor>-  surgical  patient 

• Easy  access  frc^ia  Route  95;  plenty  of  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  for  Free  Standing 
Ambulatory’  Surgical  Care 

Call  728'3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare,  Inc. 

333  School  Street 

Pawtucket,  Rlaode  Island 


Pediatric  Drops 


100  mg./ml. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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The  Treatment  Of  Metatarsus  Adductus 
Deformity  In  Childhood 


The  Prognosis  Is  Excellent  With  Proper 
Conservative  Treatment 


By  Caroll  M.  Silver,  MD 


]V^ etatarsus  adductus  is  a birth  deformity 
characterized  by  an  incurving  of  the  forefoot 
in  relation  to  the  hindfoot.  Although  it  may 
be  unilateral,  it  is  usually  a bilateral 
deformity  (Fig  1).  “Congenital  clubfoot” 
typically  is  a triad  consisting  of  equinus, 
varus  of  the  hindfoot,  and  metatarsus 
adductus.  Although  metatarsus  adductus  has 
often  been  classified  as  a “mild  ” clubfoot,  it 
is  a separate  entity  which  does  not  display  the 
abnormal  fibrous  contractures  and  tendon 
abnormalities  seen  in  clubfoot. 

During  the  past  thirty  years  the  author  has 
treated  an  average  of  twenty-five  metatarsus 
adductus  feet  each  year.  Mechanical  pressure 
of  the  embryo’s  feet  against  the  curved 
uterine  wall  undoubtably  is  one  factor  that 
can  produce  this  deformity.  A hereditary 
tendency  also  exists  in  some  cases,  since 
several  children  in  some  families  have 
exhibited  the  deformity,  while  other  siblings  in 
the  same  family  have  had  normal  feet. 


CAROLL  M.  SILVER,  MD,  Clinical  Pro- 
fessor Orthopedic  Surgery,  Brown  Univer- 
sity, Providence,  Rhode  Island;  Considtant 
in  Orthopedic  Surgery,  The  Miriam  Hospital 
and  Rhode  Island  Hospital,  Providence, 
Rhode  Island 


In  most  cases  the  forefoot  deformity  can 
be  corrected  passively  with  relative  ease. 
Occasionally  the  forefoot  adduction  is  more 
resistant.  It  is  essential  to  institute  appropri- 
ate treatment  as  early  as  possible.  Years  ago 
the  author  had  the  privilege  of  spending 
several  days  in  Atlanta,  Georgia  with  Doctor 
J.  H.  Kite,  an  internationally  known  au- 
thority on  the  treatment  of  clubfoot.  When 
asked  how  early  treatment  should  begin  for 
clubfoot  or  metatarsus  adductus.  Doctor 
Kite  replied,  “As  soon  as  the  foot  is  delivered 
from  the  birth  canal!” 

X-ray  films  of  the  feet  should  be  made 
routinely  to  rule  out  any  rare  bony  abnorma- 
lity. Ordinarily  the  bone  structures  are  within 
normal  limits,  since  the  deformity  is  essen- 
tially a soft  tissue  contracture  of  the  medial 
structures  of  the  foot. 

The  condition  should  not  be  confused  with 
the  so-called  “pigeon-toe”  or  “ding-foot” 
attitude,  which  is  due  to  an  internal  rotation 
deviation  of  the  hip  muscles  or  to  torsion  of 
the  tibia.  The  differential  diagnosis  is  simple: 
repeated  stroking  of  the  child’s  foot  will 
cause  the  child  to  dorsiflex  the  foot  with  the 
forefoot  and  the  hindfoot  in  a straight  line, 
whereas  in  metatarsus  adductus  the  medial 
deviation  of  the  forefoot  persists. 

If  the  metatarsus  adductus  is  relatively 
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Fig.  lA,  IB:  Fairly  marked  bilateral  metatarsus  de- 
formities in  a 2-month  old  child. 


resistant,  a light  padded  plaster  of  Paris  cast 
holding  the  forefoot  in  abduction  can  be 
applied  for  a period  of  four  weeks.  No 
anesthesia  is  required.  A dramatic  improve- 
ment is  noted  after  this  short  period.  This  is 
followed  by  the  wearing  of  a Denis-Brown 
splint  with  tarso-pronator  (outflare)  shoes 
(Fig  2).  The  parents  are  instructed  to  have 
the  child  wear  the  splint  23  hours  daily, 
removing  the  splint  for  a half-hour  each 
morning  and  night  for  bathing  purposes.  The 
child  kicks  and  crawls  actively  with  the 
splint,  and  the  calf  and  thigh  muscles 
develop  normally. 

Usually  after  several  months  of  Denis- 
Brown  splinting  the  foot  deformity  has  been 
corrected.  To  prevent  recurrence  of  the  soft- 
tissue  contracture,  straight-last  shoes  are 
worn  daily  after  the  Denis-Brown  splint  has 
been  discontinued.  The  straight-last  shoes  are 
worn  from  six  months  to  one  year,  depend- 
ing on  the  severity  of  the  initial  deformity, 
and  then  regular  shoes  are  used  (Fig  3). 

Several  points  should  be  emphasized.  The 


tendency  to  tell  parents  not  to  worry  and  that 
“nature  will  take  care  of  it”  should  be 
avoided;  the  soft-tissue  contracture  will 
become  more  resistant  and  less  flexible  as 
time  passes.  In  children  seen  with  this 
condition  after  the  age  of  five  years,  it  is 
sometimes  necessary  to  do  capsulotomies  of 
the  midtarsal  and  cuneiform  joints  and 
fasciotomies  to  correct  the  fixed  deformities. 
Also,  unless  the  deformity  is  extremely  mild, 
advising  the  parent  to  “stretch”  the  foot  3 or 
4 times  daily  is  ineffectual,  since  the 
deforming  tendency  of  the  soft-tissue  contrac- 
tures continues  day  and  night. 

Summary 

Metatarsus  adductus  is  a soft-tissue  con- 
tracture of  the  medial  structures  of  the  foot 
causing  an  incurving  of  the  forefoot.  It  is 
essential  that  mechanical  treatment  be  insti- 
tuted as  early  as  possible  in  infancy. 


Fig.  2:  The  child  wore  corrective  plaster-of-Paris  casts 
for  4 weeks,  followed  by  Denis-Brown  splints 
with  tarso-pronator  (outflare)  shoes,  illustrated 
here. 


Fig.  3:  Five  years  later,  the  feet  have  normal  appearance 
and  flexibility. 


The  Treatment  Of  Metatarsus  Adductus  Deformity  In  Chitdhood 
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I he  prognosis  is  excellent  in  almost  all 
cases,  and  with  appropriate  conservative 
treatment  one  can  anticipate  a flexible  well- 
aligned  foot. 


Orthopedic  (iroiip.  Inc. 
160  Wayland  Avenue 
Providence.  Rl  02906 


FOR  SALE 

Building  presently  occupied  by  Crestwood  Pharmacy 
150  SANDY  BOTTOM  ROAD,  COVENTRY,  Rl 

• heavily  travelled  location 

• cement  block  building 

— brick  front  and  side 

— large  pane  glass  windows 

• 19,000  sq.  ft.  site 

• ample  asphalt  parking  area 

• easily  convertible  to  doctor's  office 

• $150,000,  or  lease  can  be  arranged 
For  further  information  call  821  -1  145  or  785-1977 
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Librax 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCl  and  2,5  mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information.  FDA  has  classified 
the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation. 

Contraindications:  Glaucoma:  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction:  hypersensitivity  to  chlor- 
diazepoxide  HCl  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  {e  g , operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCl)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage:  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors. phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants:  causal  rela- 
tionship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax. 
When  chlordiazepoxide  HCl  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment. but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  may  appear  during  and 
after  treatment,  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCl,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e. , dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc, 
Manati,  Puerto  Rico  00701 


HEALTH  HAVENS 

A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Oiganized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 


® In  t j^ating  certain  G.I.  disordws ...  ' 

Enhance  your  therapeutic  expectations 
wim  the  triple  benefits  of  . 

'w'  Adjunctive 


a&ch  capsule  contains 
5 mg  chlordiazepoxide  HCl 
aifd  2.5  mg  cli^nium  Br. 


Librax  fe  unique  amoig  G.1  ®l&ations 
in  specific  antianxiety  action  of 

LIBRBJM*(chk)rA azepoMde  HCl)  as  well  as  the  potent 
antisecretory  and  a(ltfepasmodic  actions  of 
QUARZAN*(cli(inium  Br)  for  adjunctive  therapy 
of  irritable  bowel  syndrome*and  duodenal  ulcer.* 
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Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


In  pharyngitis 


is  and  tonsillitis 

..prompt  temporary  relie 
of  pain  even  befon 
patients  leavi 
your  office 


CEPASTAl 

mouthwash/gargle/sore 
throat  lozenges 

Merreli 


Proven  Anesthetic 
Effectiveness 

Spraying  the  throat  with  CEPASTAT 
brings  soothing  relief  within  minutes. 
Your  patients  will  appreciate  this  relief 
while  waiting  for  therapeutic  measures 
to  take  hold.  The  well-established 
anesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
the  irritated  or  inflamed  oropharyngeal 
mucosa. 

CEPASTAT  in  your 
treatment  room  . . . 

Used  as  a spray,  CEPASTAT  is  more 
likely  to  deliver  the  most  relief  to  the 
painful  area  of  the  throat. 

8-3983  (Y672A) 


Suit  the  product  ^ 
to  the  patient . ^ 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 

A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


MERRELL  NATIONAl  LABORATORIES 
Division  of  Richardsc*»*Merre!f  Inc 
Cincinnati  Ohio  45215 


frelief  of  minoi 
patients 


Peripatetics 


Recently  elected  officers  of  the  Medical 
Staff  Association  of  the  Notre  Dame  Hospital 
are  GEORGE  D.  NOBLE,  MD,  President; 
ARTURO  EONGOBARDI,  MD,  Vice  Pres- 
ident; and  JOHN  M.  THORP,  M D, Secretary- 
Treasurer.  PAUL  B.  METCALF,  JR.,  MD 
and  ALTON  M.  PAULL,  MD,  both  past 
Presidents  of  the  Association,  were  elected  to 

the  Executive  Committee. 

* * * 


Past  President  of  the  Rhode  Island  Medical 
Society,  STEPHEN  J.  HOYE,  MD,  has  been 
elected  to  the  Board  of  Directors  of  the 

American  Board  of  Surgery. 

* * * 


A.  A.  SAVASTANO,  MD,  has  been 
appointed  visiting  Professor  of  Orthopedic 
Surgery  at  the  University  of  Tokyo  Medical 
School,  October  10,  1978  through  October  15, 
1978. 

* * * 


The  Miriam  Hospital  Staff  Association  has 
elected  new  officers:  HENRY  F.  IZEMAN, 
MD,  President;  PHILIP  A.  TORGAN,  MD, 
Vice  President;  MEHRDAD  MOTAMED, 
MD,  Secretary;  M.  HOWARD TRIEDM AN, 
MD,  Treasurer;  BARRY  B.  SCHWARTZ, 
Member  at  Large  (2  year  term);  and  MARTIN 

E.  FELDER,  MD,  Emeritus  Appointment. 

* * * 


ONE  SENTENCE  ESSAY 
Cottinger’s  Law 

It  works  better  if  you  plug  it  in. 

. . . from  a Collection  of  Inter- 
disciplinary Laws,  Comput- 
ing Center,  University  of 
Arizona 


ALL  R.L  M.D.'s 

We  can  answer  these  questions  better: 

1.  How  can  I be  SURE  that  I am  getting  the  best 
QUALITY  of  DISABILITY  INSURANCE  — at  a 
reasonable  cost? 

2.  How  can  I be  SURE  that  my  LIFE  INSURANCE 
premiums  are  applied  to  my  greatest  advantage 
( net  after  taxes)  ? 

3.  How  much  is  ENOUGH  to  put  Into  tax-deferred 
RETIREMENT  PLANS? 

4.  How  can  I BUILD  WEALTH,  In  spite  of  INFLA- 
TION and  HIGH  TAXES? 

5.  How  can  I,  %nd  my  family,  be  SECURE,  financially, 
in  spite  of 

a. )  INCOME  and  DEATH  TAXES 

b. )  DISABILITY 

c. )  DEATH 

d. )  DEPRESSION 

e. )  DEVALUATION? 

R.A.  DEROSIER  AGENCY 

FOURDEE  agency,  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 

(N.A.S.D.  Broker/Dealer ) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


HOME/OFFICE  or 
PROFESSIONAL  BUILDING 

• in  Warwick 

• corner  location,  on  main  route 

• custom  built,  5 '/2  rooms 

• 15,000  sq.  ft.  parking  in  rear 

• 3 entrances 

Price  is  $51,900  — Call  737-4280 


FOR  RENT 

• New  office  building 

• Pitman  Street,  near  Waytand  Square 

• Over  5,000  square  feet 

• Will  divide 

Call  421-0461 


0(  lOBER.  1978 
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NULPRMmCE 

QUESTIONS 

Depend  on  Staricweather  & Shepiey 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problenns  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty.. .Starkweather  & Shepiey  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & ShepleyiNc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


FINE 

CUSTOM 

TAILORED 

CLOTHING 


(Available  only  at  your  office  by  appointment) 

For  over  fifty  years  we  have  been  creating  the 

Finest  Custom  Tailored  Clothing  for  Gentlemen. 

Our  garments  are  hand  cut,  and  hand  crafted 
for  you  alone,  unlike  others  who  offer  variations 
of  Ready  Wear  and  call  it  Custom. 

Not  only  does  a perfectly  Tailored  and  Fitted 
Garment  enhance  your  appearance,  there  is  a 
world  of  difference  in  comfort  as  well. 

Our  array  of  fabrics  from  England,  France,  and 
Italy,  are  the  world's  finest. 

Now  is  the  time  to  order  your  Suits,  Sport  Coats, 
Slacks,  Topcoats,  etc. 

Our  services  are  available  at  your  office  only 
by  appointment. 

Why  not  Call  now,  it  will  Improve  your  Fashion 
image  Immeasurably! 

Charles  McCabe 

401-846-8348 
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Editorials 


Glychohemoglobin  Levels 


Recent  conventional  wisdom  had  it  that 
adequate  control  of  blood  glucose  in  diabetes 
mellitus  did  not  necessarily  prevent  the 
development  of  diabetic  complications.  This 
ran  counter  to  the  classical  views  of  Eliott  P. 
Joslin,  who  long  maintained  that  meticulous 
control  of  blood  glucose  levels  would  prevent 
the  development  of  complications. 

I'he  pendulum  has  now  begun  to  swing  back 
to  the  classical  view.  The  American  Diabetes 
Association  has  issued  a policy  statement 
strongly  recommending  around  the  clock 
maintenance  of  blood  glucose  to  levels  as  close 
as  possible,  without  producing  insulin 
reactions,  to  those  of  non-diabetics.  This 
recommendation  is  based  on  the  principle  that 
the  long-term  complications  of  diabetes 
(neuropathy,  retinopathy,  nephropathy,  and 
arteriosclerosis)  may  be  decreased  or  delayed 
by  a persistent  and  prolonged  reduction  of 
blood  glucose  levels  ie,  normalization  of 
blood  glucose  levels  may  prevent  or  postpone 
such  complications.'  Galletti,  who  recently 
described  in  this  Journal-  experiences  in  the 
development  of  an  artificial  pancreas,  has 
reported,  in  a personal  communication, 
European  studies  that  appear  to  support  this 
view. 

If  this  be  true,  it  would  appear  that  currently 
used  methods  to  monitor  long-term  diabetic 
glucose  control  are  probably  inadequate. 
Determinations  of  fasting  or  post-prandial 
blood  glucose  give  a stroboscopic  picture, 
reflecting  only  an  instant  in  the  course  of  the 
diabetic,  while  a 24-hour  urine  glucose  gives  an 
integrated  approximation  of  control  for  that 
specific  period. 

Several  studies  have  demonstrated  the 
potential  usefulness  of  glycohemoglobin  levels 
recently  introduced  for  the  objective 
evaluation  of  long-term  glucose  control.  These 
studies  indicate  that  glycohemoglobin  levels 
reflect  the  patient’s  mean  blood  glucose 
concentration  for  the  preceding  weeks  to 
months.  Short-term  fluctuations  in  blood 


glucose  concentrations  do  not  intluence 
glycohemoglobin  levels,  whereas  blood  level 
changes  lasting  more  than  a week  are  reflected 
in  the  levels  of  glycohemoglobin.  Pioneering 
studies  at  Rockefeller  University  on  five  poorly 
controlled  diabetic  patients  demonstrated  that 
glycohemoglobin  levels  decreased  three  to  four 
weeks  after  achievement  of  optimal  blood 
glucose  control.  These  results  have  been 
confirmed  by  studies  at  Harvard  and  the 
University  of  Chicago.  The  Harvard  group 
have  concluded  that  glycosylated  hemoglobin 
levels  “represent  a potentially  valuable  index 
of  long-term  glucose  control.”  They  further 
suggest  that  glycohemoglobin  levels  every  two 
months  “may  allow  an  accurate  estimate  of  the 
degree  of  hyperglycemia  in  diabetic  patients 
over  a long  time  period,  and  therefore  allow 
long-term  studies  on  the  effects  of  the 
adequacy  of  control  of  hyperglycemia  in  the 
prevention  of  the  various  diabetic  compli- 
cations.” 

Third  party  reimbursing  agencies  now 
generally  approve  payment  for  this  test.  The 
opportunity  is  provided,  therefore,  to  study  its 
potentialities.  It  is  as  yet  too  early  to  draw  firm 
conclusions  as  to  its  ultimate  value  in  the  better 
control  of  diabetics  and  the  prevention  of 
complications,  but  at  this  time  its  future  looks 
promising. 
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If  you  manage 
your  own  money, 
we  can  help  you 
manage  betler. 


It’s  fun  to  manage  your  own  investments,  but  if 
you’re  managing  a sizeable  portfolio  it’s  certainly  no 
hobby.  Sometimes  you  need  objective,  profes-  / 
sional  advice,  and  that’s  just  what  our  new  9 

InBank  Portfolio  Review  Service  will  give  you. 

First  you’ll  get  a complete  and  careful  analysis 
of  your  portfolio. 

Then  we’ll  help  you  decide  where  you  want 

to  go. 

Because  we’re  on  top  of  every  aspect 
of  the  investment  market,  we  can  give  you  fresh 
ideas.  Acquaint  you  with  the  tax  implications  of 
your  decisions.  And  help  you  make  the  invest- 
ments that  are  right  for  you. 

Since  we  don’t  make  commissions  by  buying 
or  selling  stocks,  you  can  count  on  our  objectivity. 

And  you’ll  be  dealing  with  a team  of  senior 
investment  advisors  that  includes  some  of  the 
best  people  in  the  business,  so  you  can  bank  on 
our  professionalism.  The  InBank  Portfolio 
Review  Service.  It’s  one  small  investment  you 
can  really  profit  from.  Look  for  our  brochure  at  any 
InBank  office,  or  call  Mr.  Gerald  J.  Fogarty,  Jr.  at  278-6675. 


Portfolio  Review  Service. 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


(diethylpropion  hydrocnioride  NF) 


75  mg.  controlled-release  tablets 


! Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 


Merrell 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
Well  documented.  No  less  than  16  separate  double-blind,  placebo-  ■ 
controlled  studies  attest  to  its  usefulness  in  daily  practice.''  And 
the  unique  chemistry  of  Tenuate  provides  "...  anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.’’^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


For  prescribing  information  see  opposite  page 


A useful  short-term  adjunct 
Jn  an  indicated  weight  loss  program,  i 

Overweight  patients  in  certain  diagnostic  categories  often  ; 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has  ‘ 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 


brand  of 


cametidine 


How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 


(intended  for  institutional  use  only). 
Inyection,  300  mg./2  ml.,  m single-dose  vials 
packages  of  10.  , 
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Guest  Editorial 


Ethnicity,  Class,  and  Alcohol  Use 


A Workshop  on  Ethnicity,  Class,  and 
Alcohol  Use  was  held  at  Brown  University 
on  March  20,  1978.  The  goal  of  the 

workshop  was  to  open  new  channels  of 
communication  among  a small  group  of 
investigators  who  have  recently  been  study- 
ing the  relationships  of  ethnicity  and  class 
with  alcohol  use  among  various  populations 
in  the  United  States. 

In  order  to  discuss  findings  which  had  not 
previously  been  reported  and  to  facilitate 
interchange  among  social  scientists  of  diverse 
backgrounds  (some  of  whom  have  not  been 
actively  engaged  in  studying  alcohol),  the 
workshop  was  deliberately  small  (30  partici- 
pants) and  multidisciplinary  (with  psychol- 
ogy,  psychiatry,  sociology,  and  other  fields 
represented,  as  well  as  anthropology). 

The  papers  were  presented  in  brief  oral 
summaries  and  reflected  both  a variety  of 
methodological  approaches  and  a variety  of 
analytic  and  conceptual  concerns.  Anthony 
Thomas  (Brown  University)  reported  on  his 
observational  studies  of  all  public  drinking 
establishments  in  a small  city  in  New 
England  and  outlined  a detailed  typology  of 
them.  Beyond  that  he  offered  an  interpreta- 
tion (in  terms  of  functional  “sociability”)  of 
the  different  kinds  of  behavior  that  charac- 
terize one  type  of  establishment,  which  is 
generally  frequented  by  men  of  a narrow 
range  of  socioeconomic  classes.  Andrew 
Greeley  and  William  McCready  (National 
Opinion  Research  Center,  University  of 
Chicago)  reported  on  a mail  survey  of 
socialization,  assimilation,  drinking  patterns, 
and  drinking  problems,  among  more  than 
1000  families  in  five  “ethnic  groups”  (Irish, 
Italians,  Jews,  Swedish  Protestants,  and 
English  Protestants)  in  four  major  American 
cities.  Invited  to  discuss  both  papers,  Richard 
Fox  (Duke  University)  underscored  the 
observation  that  differences  in  the  preconcep- 
tions of  those  researchers  are  at  least  as 
important  as  their  differences  in  methodol- 
ogy and  warned  against  the  simplistic 


dialectic  of  ’’social  drinking”  as  contrastive 
with  ’’problem  drinking.”  He  also  expressed 
concern  about  the  tendency  of  some  social 
scientists  to  focus  on  ethnic  populations 
almost  as  if  they  were  isolated  entities,  with 
little  regard  for  links  to  political,  economic, 
and  other  more  encompassing  institutions 
that  significantly  affect  what  those  people 
can  do. 

Andrew  Gordon  (Brown  University)  out- 
lined ways  in  w'hich  beliefs  and  behaviors 
about  drinking  and  about  men’s  roles  have 
changed  among  a Spanish-speaking  group 
who  recently  migrated  to  a New  England  city 
from  a Caribbean  nation.  In  contrast  to 
many  other  groups  of  rural-to-urban  mi- 
grants, they  appear  to  be  drinking  less  and 
having  fewer  drinking  problems  than  before. 
Joy  Eeland  (University  of  Nevada  Reno) 
described  the  ethnoscientific  approach  she  is 
using  among  native  Americans  in  Nevada  to 
discern  the  ways  in  which  women  cope  with 
male  heavy  drinkers  and  alcoholics.  Richard 
Stivers  (Illinois  State  University)  combined 
historical  and  ethnographic  approaches  in  an 
imaginative  way  to  interpret  recent  changes 
in  Irish-American  drinking.  Selden  Bacon 
(Rutgers  Center  of  Alcohol  Studies)  provided 
an  enthusiastic  summary  when  he  character- 
ized anthropological  studies  as  holding 
exceptional  promise  because  they  focus  on 
drinking  in  natural  settings  and  attempt  to 
understand  its  meanings  in  terms  of  the 
participants  themselves  rather  than  on  sup- 
posed “problems”  or  on  academic  questions 
and  categories  that  may  not  be  relevant  to 
the  specific  situation. 

Major  outcomes  of  the  workshop  were 
dissemination  among  participants  of  prelimi- 
nary findings  concerning  research  that  is  still 
in  progress,  the  opening  of  channels  of 
communication  among  colleagues  who  share 
some  topical  and  theoretic  concerns,  and 
reaffirmation  of  the  potential  contribution 
that  ethnographic  approaches  can  make  with 
respect  to  both  ethnicity  and  alcohol  studies 
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in  the  United  States.  Substantially  revised 
versions  ol  the  papers  will  be  published  as  a 
special  issue  of  “Medical  Anthropology” 
(Volume  2,  Number  4,  Fall  I97S),  under  the 
editorship  ol  Andrew  Gordon. 

Fhe  workshop  was  organized  by  Andrew 
Gordon  and  Anthony  I homas,  postdoctoral 
fellows  in  a N1  AAA-sponsored  research- 
training program*  at  Brown  University.  It  was 
jointly  sponsored  by  the  Department  of 
Anthropology  and  the  Program  in  Medicine, 
Division  of  Biology  and  Medicine  of  Brown 
University;  the  Division  of  Substance  Abuse 
Department  of  Mental  Health,  Retardation, 
and  Hospitals  of  the  State  of  Rhode  Island; 
and  the  United  States  Brewers  Association. 

Dwight  B.  Heath,  PhD** 

♦National  Institute  on  Alcohol  Abuse  and  Alcoholism, 
National  Research  Service  Award  (Institutional), 
5 t.t2  AA07131-02 

** Professor  of  Anthropology,  and  Program  Director 
“Social  Sciences  Research  Training  on  Alcohol” 
Brown  University 
Providence,  Rl  02912 


FOR  SALE 

Building  with  two  otfractive  office  suites. 
On  busy  Pontiac  Avenue,  Cranston.  Two 
minutes  from  freeway.  In  excellent  condi- 
tion, fully  carpeted,  has  fireplace.  Paved 
parking  plus  garage.  Asking  $53,900. 
Offers  solicited. 

Call  737-1200 
Century  21,  Colonial  Realty 


OFFICE  FOR  RENT 

358  Broadway 
Providence,  Rl  02909 

• 1,200  sq.  ft. 

• air  conditioned 

• parking 

• ideal  for  pediatrician 

Contact:  Joseph  DiZoglio,  MD 
Edward  Cardillo,  MD 

Phone:  272-1550 
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Tenuate'  ® 

(dlethylproplon  hydrochloride  NF) 

Tenuate  Dospan" 

Idiethylproplon  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INOICATION.  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  ot  exogenous  obesity  as  a short  term  adjunct  la  tew 
weeks)  in  a regimen  ot  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  ol  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below  I 

CONTRAINOICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug  ! 
should  be  discontinued.  Tenuate  may  impair  the  ability  ol  fhe  patient  , 

to  engage  in  potentially  hazardous  activities  such  as  operating  I 

machinery  or  driving  a motor  vehrcle,  the  patient  should  therefore  be  I 

cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi-  | 

cal  and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  sub)ects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind  i 
when  evaluating  the  desirability  ol  Including  a druo  as  part  of  a weight  i 

reduction  program  Abuse  of  amphetamines  ano  related  drugs  may  ' 

be  associaterl  with  varying  degrees  ol  psychologic  dependence  and  ! 
social  dysfunction  which,  in  the  case  ol  certain  drugs,  may  be  severe  | 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses,  i 
marked  Insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  Is  psychosis.  | 

often  clinically  indistinguishable  from  schizophrenia  Use  in  ; 

Pregnancy  Although  rat  and  human  reproductive  studies  have  not  i 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  Is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  In  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered  I 
to  patients  with  severe  hypertension , Insulin  requirements  in  diabetes  i 
mellltus  may  be  altered  in  association  with  the  use  ol  Tenuate  and  I 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo-  | 
tensive  effect  of  guanethidine  The  least  amount  feasible  should  be  i 
prescribed  or  dispensed  at  one  time  in  order  to  mmimizethe  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  rncrease  convul-  i 
sions  In  some  epileptics  Therefore,  epileptics  receiving  Tenuate  ; 
should  be  carefully  monitored  Titration  ol  dose  or  discontinuance  of  I 
Tenuate  may  be  necessary,  '! 

ADVERSE  REACTIONS:  Cardiovascular  Palpitatron,  tachycardia, 
elevation  ol  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young  1 1 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous  iJ 
System  Overstimulation,  nenrousness,  restlessness,  dizziness,  )lt-  jl 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor.  ii 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy-  hi 
chotic  episodes  at  recommended  doses  In  a few  epileptics  an  |,1 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal  | 
Dryness  ol  the  mouth,  unpleasant  taste,  nausea,  vomiting.abdomlnal  ' 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysurla,  Increased  sweating,  and 
polyuria 

DOSAGE  ANO  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  miomorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhytn- 
mlas.  hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  In  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  Inade- 
quate to  permit  recommendation  In  this  regard.  Intravenous 
phentolamine  (Regitine")  has  been  suggesterfon  pharmacologic 
rounds  (or  possible  acute,  severe  hypertension,  if  this  complicates 
enuate  overdosage 
Product  Information  as  ot  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc, 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell’ 

References:  1 . Citations  available  on  request  - Medical  Research 
Department.  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES.  Cincinnati,  Ohio  45215  2.  Hoekenga,  M T , 

O'Dillon,  R H , and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs.  Florence,  Italy,  Jan  20-21,1977 

Merrell 
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DERMAQUIZ 

Conducted  by  BENCEL  E.  SCHIFE,  MD 
and 

ARTHUR  B.  KERN,  MD 
Founded  by  FRANCESCO  RONCHESE,  MD 


I,eft:  23  year  old  with  asymptomatic  erythematous 
erosions  of  the  glans  and  penile  shaft  of  three  years 
duration  with  association  of  bilateral  inguinal 
lymphadenopathy. 


Right;  24  year  old  male  with  erythematous,  scaly 
plaques  of  the  glans  penis  of  four  months  dura- 
tion. 


(Answers  on  Page  390) 


RADIATION  PHYSICS 

CONSULTANTS 

Phobia: 

Surveys  of  all  x-ray  equipment  and 

Psychological  and 

facilities  for  compliance  with  the 
new  Rhode  Island  law. 

Pharmacological 

Qualified  Physicists 

Treatment 

785-9730 

Butler  Hospital  Fall  Symposium 

October  27,  1978 
Ray  Hall 

OFFICE  SPACE 
AVAILABLE 

Approved  for  3V2  Category  1 Credits 

For  further  information  call: 

650  Square  Feet 

456-3750 

Ideal  Bristol  Location 

BUTLER  HOSPITAL 

For  Details  Call  253-9613 

345  Blackstone  Blvd. 
Providence,  Rl  02906 

October,  1978 
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FFICE  5UPPI 
CO 

ATTRACTIVE  i FUNCTIONAL 
OFFICES 


By  BENf  CO.Division  of  National  Office  Supply  Co. 


Designers  & Suppliers  of  Offices 

Lease  Plans  Available 

36  Branch  Ave.,  Providence,  R.l.  02904 
(Branch  Ave.  Exit  Route  95)401-274  9000 


PROFESSIONAL  SUITE 

FOR  LEASE 

• 1,100  square  feet 

• desirable  East  Side  location 

• modern  building 

• air  conditioning 

• wall-to-wall  carpeting 
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Pediatric  Drops 
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Keflex 

cephalexin 
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500738 
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NEWSLETTER  . . . 

THE  RHODE  ISLAND 


November,  1978 

MEDICAL  SOCIETY 


lew  Staff 
appointment 


Ms.  Karen  Challberg 


At  its  last  meeting  the  House  o£  Del- 
ates approved  the  Council’s  recom- 
aidation  to  increase  the  responsibil- 
i;s  of  a present  Society  employee,  Ms. 
kren  Challberg,  to  include  various  lia- 
i:n  activities  with  district  .societies,  the 
rxlia.  and  other  health  care  related 
ganizations  and  institutions.  Ms. 
I allberg  is  presently  Assistant  Man- 
i ng  Editor  of  the  Rhode  Island  Med- 
'(/  Journal. 

Vis.  Challberg  graduated  from  Cran- 
s n High  School  East  in  1962.  She  has 
A.B.  degree  from  Tufts  University 
:ul  an  M.A.  degree  in  English  from 
i‘  Universitv  of  Rhode  Island.  Before 
cuing  to  work  for  the  Society  in  No- 
\ uber,  1976,  Ms.  Challberg  was  em- 
1 >yed  by  Duffy  & Shanley,  Inc.,  public 
nations/advertising  firm,  as  an  assist- 
rt  in  their  Media  and  Production  De- 
irtment.  She  has  also  taught  English 
•I  the  high  school  and  introductory 
dlege  levels. 

iln  her  present  position  as  Assistant 
.'anaiting  Editor  of  the  Rhode  Island 

o o 

■ edical  journal.  Ms.  Challberg’s  re- 

i 


sponsibilities  have  included  assisting  in 
the  editing  of  manuscripts,  preparing 
manuscripts  for  printing,  and  acting  as 
principal  liaison  with  the  printer  dur- 
ing all  phases  of  production  of  the  pub- 
lication. She  has  also  been  assisting  the 
executive  staff  in  certain  public  rela- 
tions activities.  As  Assistant  Managing 
Editor  and  Director  of  External  Affairs 
her  duties  will  be  expanded  to  include 
the  establishment  of  as  many  mechan- 
isms as  pos.sible  to  disseminate  Society 
views  to  the  public  and  to  other  insti- 
tutions and  organizations  in  the  health 
care  community. 

In  the  history  of  the  Rhode  Island 
Medical  Society,  Ms.  Challberg  is  the 
first  woman  to  be  appointed  to  an  ex- 
ecutive staff  position. 


AMA  Delegates 

John  Cunningham,  MD,  of  Paw- 
tucket Memorial  Hospital  and  Her- 
bert Hager,  MD,  of  Providence,  have 
been  re-elected  delegate  and  alter- 
nate delegate,  respectively,  to  the 
A.MA  House  of  Delegates.  Contact 
the.':e  members  with  your  views.  You 
can  held  them.  They  can  help  vou. 


MEETINGS 

Hie  schedule  of  RIMS  Council 
and  House  of  Delegates  meetings  for 
the  winter  and  spring,  1979,  is  as 
lollows; 

Monday,  Januarv  15th  — Council 
Wednesdav,  Feb.  7th*  ■ — ■ House 
Monday.  March  5th  — Council 
Wednesday,  March  21st  — House 
Wednesday,  May  16th  — Annual 
Aleeti  ng 

^Corrected  from  Newsletter,  June 
1978. 

•\11  Societv  members  are  invited  to 
attend  any  meeting  of  the  House  of 
Delegates  as  spectators. 


Medical  Review  Board 
Surplus  Funds 

Dr.  Stephen  Hoye,  Chairman  of  the 
State  Board  of  Medical  Review  and 
Miss  Margaret  Joyce-Diamond,  Execu- 
tive Director  of  the  Board,  spoke  to 
members  of  the  Providence  Medical  As- 
sociation at  a “wine  and  cheese”  meet- 
ing in  the  Rhode  Island  Medical  So- 
ciety Auditorium  on  October  25,  1978. 

Dr.  Hoye  explained  the  history  of  the 
board  as  set  up  by  the  Medical  Mal- 
practice Act,  formulated  by  the  Mal- 
practice Commission  established  by 
then  Lt.  Gov.  Garrahy.  He  explained 
the  board’s  progress  in  the  two  years 
it  has  been  in  existence,  which  has  been 
principally  to  get  itself  organized.  The 
groundwork  is  now  laid.  Dr.  Hoye 
stated,  the  board’s  activities  are  under- 
way, and  it  is  holding  hearings.  Dr. 
Eloye  also  explained  the  interchange 
between  the  Board  of  Medical  Review 
and  the  Mediation  Committee  of  the 
Rhode  Island  Medical  Society. 

The  board’s  director.  Miss  Diamond, 
reviewed  the  procedures  and  powers  of 
the  board  in  the  handling  of  complaints 
which  include  assignment  of  a 2-person 
committee  to  each  complaint  received 
by  the  board  in  writing,  evaluation  of 
reports  from  these  committees,  holding 
of  an  open  meeting  for  discussion  of 
report  findings  at  which  the  board  votes 
to  accept  or  reject  findings,  holding  of 
a closed  meeting  to  discuss  sanctions, 
and  finally  holding  an  open  meeting  to 
announce  the  disciplinary  action,  if  any, 
deemed  a[ipropriate  by  the  board.  Dr. 
Hoye  added  that  the  Medical  Malprac- 
tice Act  makes  no  provision  for  man- 
datory reporting  of  abuses  to  the  Board. 

Dr.  Hoye  also  announced  that  phy- 
sicians will  receive  an  abatement  in  the 
form  of  a refund  of  1978-79  assess- 
(Continued  on  next  page) 
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incnls,  pursuant  to  the  provisions  ot  tiic 
Khocle  Island  General  Law  Chapter 
5-37-12,  which  states  that  the  Hoard 
“shall  reduce  assessments  and/or  re- 
tund  surplus  tunds  when  yearly  expen- 
ditures are  less  than  revenues  collected.” 
In  addition  to  the  refund  to  physicians 
the  hospital  assessment  of  $15.00  per 
hed  for  the  fiscal  year  October  1,  1978 
through  September  30,  1978  is  to  be 
abated. 


Public  Hearing 

,\  [Hiblic  hearing  on  the  proposed 
JUA  rate  increase  will  be  held  in  the 
Hearing  Room,  2nd  Floor,  in  the 
Department  of  Husiness  Regulation, 
100  No.  Main  Street,  Providence,  on 
Tuesday,  Decewher  12,  1978  at  10:00 
a.w.  Malpractice  rates  will  depend 
on  the  outcome  of  this  hearing.  Plan 
to  attend. 


Physician's  Assistants 
Membership 

Drs.  Herbert  Hager,  Charles  E.  Mil- 
lard, and  George  N.  Cooper,  Jr.  have 
been  appointed  to  a committee  to  re- 
view the  bylaws  and  make  recommen- 
dations on  membership  in  the  Rhode 
Island  Medical  Society  for  Physician’s 
Assistants.  The  committee  was  estab- 
lished by  the  Council.  Physician’s  As- 
sistants in  Rhode  Island  at  present 
number  about  twelve,  but  are  expected 
to  become  increasingly  active  in  the  de- 
livery of  medical  care  in  the  years 
ahead. 

I'here  is  precedent  for  Physician’s 
Assistants  membership  in  state  medical 
societies  in  such  states  as  Washington, 
in  which  a Physician’s  Assistant  may 
join  the  state  society  provided  that  the 
physician  employing  the  Physician  As- 
sistant is  a member  of  the  medical  so- 
ciety. Physician’s  Assistants  have  been 
granted  assistant  membership  in  the 
Washington  State  Medical  Association 
at  an  annual  dues  fee  of  $5  with  no 
voting  privileges.  The  Bylaws  Commit- 
tee will  research  such  classifications  of 
membership,  and  will  present  their  rec- 
ommendations to  the  Council. 


RIMS  Library 

1 he  House  of  Delegates  (meeting 
October  18,  1978)  approved  the  recom- 
mendation of  the  ('ouncil  (meeting 
September  11,  1978)  to  maintain  the 
Library  in  its  pre.sent  status.  This  rec- 
ommendation was  formulated  after 
careful  review  of  the  findings  of  the 

Ad  Hoc  Library  Committee,  chaired 
by  Dr.  Robert  Vh  Lewis.  Dr.  Lewis’ 
carefully  researched  report  on  the  Li- 
brary described  the  collection,  and  pre- 
sented varioits  viable  options  for  its 
future. 

Through  the  years  the  Library  has 
come  to  acquire  a large  volume  of 
books  and  journals,  which  now  includes 
two  significant  valuable  collections  of 
special  material  — the  Rare  Books  Col- 
lection of  medical  books  dating  back  to 
the  1700’s,  and  the  James  Henry  Dav- 
enport Collection  of  books  by  and 
about  doctors  in  medicine,  non-techni- 
cal  in  nature.  These  collections  are 
unique  treasures  of  the  Society. 

The  Council  consideixd  the  alterna- 
tives to  the  present  maintenance  of  the 
Library  by  the  Society,  As  presented  by 
the  Ad  Hoc  Library  Committee,  these 
alternatives  included  placement  of  the 
Rare  Books  Collection  in  the  John  Hay 
Special  Collections  at  Brown  Universi- 
ty, and  the  placement  of  the  Davenport 
(’ollection  either  at  the  Providence  Ath- 
enaeum, or  the  Providence  Public  Li- 
brary, or  in  the  John  Hay  Special  Col- 
lections. 

After  discussion  of  the  value  of  these 
collections,  as  well  as  the  working  li- 
brary anil  its  services,  the  House  of 
Delegates  vote  was  unanimous  to  con- 
tinue to  protect  these  resources,  main- 
taining their  full  availability  to  mem- 
bers. The  estimated  cost  of  the  Library 
to  the  Society  on  a yearly  basis  is  $27,- 
000  or  $25  per  member. 


— Dues  — 

Membership  dues  for  1979  will  re- 
main the  same  as  for  last  year  ($175) 
payable  to  May  1st.  Support  your 
Society  and  its  activities. 
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Notice 

Because  of  the  diligence  of  Melvy 
Gelch,  MD,  Treasurer  of  the  SocicD 
our  inve.stmcnt  funds  are  now  bein 
managed  by  the  Providence  Grouj 
and  there  has  been  evidence  in  jui 
a short  period  that  thrtjugh  the  mar 
agement  of  this  organization  the  St 
ciety  will  enjoy  a greater  yield  on  ii 
investments.  The  Council  and  th 
House  have  also  apprtjved  a managi 
ment  of  other  Society  funds  by  th 
Providence  Group  which  should  n 
suit  in  a greater  interest  return  o 
the  monies  handled  by  the  Society. 


Legislative  Counsel 
Reappointed 

.\.ttorney  Charles  Butterfield  has  bt 
reappointed  as  legislative  counsel 
the  Rhode  Island  Medical  Society 
the  upcoming  1979  session  of  the  Rhcp 
Island  General  Assembly.  Atty.  Butt 
field  has  served  the  Society  in  this  ■ 
pacity  well  and  ably  for  several  vet  , 
and  with  the  help  of  as  many  memb  i 
as  are  willing  to  ofTer  their  a.ssistan  : 
the  Society  will  be  working  hard  i- 
ward  good  and  workable  health  c;  i 
legislation.  !l" 

We  urge  all  physicians  to  cont  '' 
their  local  legislators  prior  to  the  op 
ing  of  the  legislative  se.ssion  and  rtqu  . 
discussion  of  any  proposed  bill  relati  , 
to  health  care. 


SHCC  Meetings 

SHCC  meetings  will  be  held  i j 
the  Cafeteria  of  the  Cannon  Buik^  i 
ing,  75  Davis  St.  on  the  following, 
dates: 

Thursday,  December  14.  1978 
Thursday,  December  28,  1978 
Thursday.  January  11,  1979  / 

Thursday,  January  25.  1979  j 

AH  meetings  are  scheduled  for  5.' I! 
p.m. 

The  meetings  are  well  attended  b 
consumers  and  other  citizen  group* 
The  future  is  being  formulated  her 
Attend. 
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We  plan  and  furnish  professional  offices  of  any  size,  from 
the  carpet  up.  Our  professional  interior  designers  work 
with  you  or  with  your  architect. 

Our  people  are  not  only  highly  talented,  they  are 
experienced. 

foo  Furnishing  your  office  can  be  one  thing  you  don’t  have  to 
worry  about.  Just  call  us.  861-6010. 


We  have  a 
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Office 

interiors. 
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ROITMAN  & SON,  INC. 

Fine  Furniture  and  Accessories 


161  South  Main  Street.  Providence,  Rhode 
Telephone  (401)  861-6010 

Open  Monday  and  Thursday  evenings  until 
Convenient  terms  • Free  parking 
Delivery  arranged  beyond  local  area. 


WINTER 
for  DRIVING: 


Use  a 4-Wheel  Drive 
SUBARU  WAGON! 

Runs  on  regular  gas! 

SNOW  PLOW  AVAILABLE.  C-dll  for  Demonstration. 


am 

SUBARU 

MILk 


ROUTE  2 
BALD  HILL  ROAD 
WARWICK 


One  Mile  South 
of  the  Malls 
828-3700 


Librium;.,  an  unsurpasse« 


(chlordiazepoxide  HCl) 


More  than  two  decades  of 
research— including  hundreds 
of  ahimal  Studies  and  hundreds 
of  clinical  trials— stand 
behind  the  proven  antianxiety 
performance  of  Librium. 


1? 

W' 

□ Proven  antianxiety  performance 

□ Minimal  effect  on  mental  acuity 

□ Predictable  patient  response 


□ Is  used  concomitantly  with  primary 
medications,  such  as  anticholinergics 
and  cardiovascular  drugs 


IS#— 


'inumi 


^iSSlS, 


syncmyrnous  with  relief  of  anxiety 


Please  see  next  page  for  summary  of  product  information. 


What  excited  clinical 
researchers  about 
Librium  was  its  promise 
of  effective  antianxiety 
action  within  an  unprece- 
dented margin  of  safety 
This  promise  continues  to  be 
fulfilled  in  millions  of 
patients  today—  most 
likely  including  many 
of  your  own. 


The  highly  favorable  benefits-to-risk  ratio 
of  Librium  is  a well-documented  matter  of 
record.  Clinical  experience  with  millions  of 
patients  indicates  that  the  most  common 
side  effects  are  dose  - related  and  thus 
largely  avoidable.  Tolerance  rarely  devel- 
ops at  recommended  doses.  Few  cases  of 
known  toxicity  have  been  reported.  In 
proper  dosage.  Librium  rarely  interferes 
with  mental  acuity  or  produces  adverse 
effects  on  the  cardiovascular  or  respira- 
tory system.  Patients  should,  however,  be 
cautioned  about  performing  tasks  requir- 
ing rhent  a I alertness,  such  as  driving,  and 
possible  combined  effects  with  alcohol. 


Librium’'^^ 

cNordiazepoxide  HO /Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiefy  and  tension  occurring  alone  or 
accompanying  various  disease  states.  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage,  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
SIX,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated  Not  recommended  in  children  under  six 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  (e  g . excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion. suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants,  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction,  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment. blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects. Oral-Adults  Mild  and  moderate  anxiety  and  tension.  5 or 
10  mg  f./.d  or  q,/.d  . severe  states,  20  or  25  mg  t i.d  or  q i.d 
Geriatric  patients  5 mg  b,/  d to  q / d,  (See  Precautions  ) 
Supplied:  Librium*  (chlordiazepoxide  HCI)  Capsules.  5 mg,  10 
mg  and  25  mg— bottles  of  100  and  500,  Tel-E-Dose'*  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10,  Libritabs®  (chlordiazepoxide) 
Tablets,  5 mg,  10  mg  and  25  mg — bottles  of  100  and  500  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable 
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Easier  for  you,  nicer  for  them. 


• Same-Day  Surgery'  facilities  tor  general  surgeons, 
gy'necologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngologists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• General  anesthesia 

• Block  bookings 

• Modem,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  ambula- 
tory' surgical  patient 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  tor  Free  Standing 
Ambulatory'  Surgical  Care 

Call  728-3800  for  more  infomiation  and  hookings. 

Blackstone  Valley  Surgicare,  Inc. 
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Pawtucket,  Rlaode  Island 
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Address  Of  The  Chairman  Of  The  Board 
At  The  29th  Annual  Meeting  Of  The 
Corporation  Of  Blue  Shield 
Of  Rhode  Island 


By  William  MacDonald,  MD 


Serving  as  Chairman  at  this  period  in  the 
history  of  our  corporation,  and  particularly 
for  the  past  year  is  a very  singular  honor 
indeed. 

At  the  outset  in  my  remarks  I’m  com- 
pelled, because  of  the  deep  sense  of  pride  that 
has  built  within  me  following  a review  of  the 
past  year  and  a look  at  the  future,  to  report 
to  you  that  your  corporation  is  in  excellent 
condition  by  every  measurement,  and  the 
future  looks  even  brighter. 

Health  of  the  Plan 

I recall  just  a year  ago,  standing  in  this 
same  spot,  reporting  to  you  on  matters  of 
significant  concern  to  Blue  Shield  of  Rhode 
Island,  concerns  relative  to  our  financial 
position,  concerns  because  the  State  Director 
of  Business  Regulation  disallowed  completely 
in  our  rate  change  request  that  portion  of  the 
request  that  provided  for  physician  fee 
changes  that  were  an  important  and  an 
integral  part  of  our  total  program.  I recall 
reporting  to  you  that  your  Board  of  Directors 
was  charged  by  the  State  with  exploring 
alternate  methods  of  reimbursing  physicians 
for  services  provided  to  our  subscribers,  and 
also  reporting  to  you  that  steps  were  being 
taken  to  stabilize  our  financial  position,  to 
address  the  concerns  of  the  Director  of 
Business  Regulation,  and  to  address  all  of  the 
other  problems  faced  by  every  prepaid 
medical  service  plan  in  the  nation. 


Address  delivered  March  15,  1978 


Last  year  I also  called  for  a re-dedication  of 
our  corporation  under  the  new  management 
leadership  of  Douglas  J.  McIntosh  to 
continue  to  insure  the  cooperation  and 
confidence  of  our  physician  providers,  to 
continue  to  provide  new  and  broader  benefits 
for  our  subscribers,  to  continue  our  out- 
standing record  of  efficiency  through  good 
management  practices,  and  to  control  costs 
through  judicious  utilization  and  claims 
review  procedures. 

Nineteen  seventy-seven  was  not  only  a year 
of  re-dedication  but  a year  when  we  made 
stronger  the  very  foundation  of  this  corpora- 
tion on  many  fronts.  Blue  Shield’s  financial 
position  improved  dramatically  in  all  re- 
spects. The  Boards  of  Directors  of  Blue  Cross 
and  Blue  Shield,  by  way  of  special  study  and 
a special  committee,  substantially  resolved  the 
physician  fee  increase  problem  in  a way  that 
permitted  equitable  adjustments  to  individual 
physician  profiles  — without  precipitating  a 
general  rate  increase  burden*  on  subscribers. 
This  was  a remarkable  achievement.  Further- 
more, physician  participation  in  Blue  Shield 
programs  continued  to  underpin  our  Plan’s 
record  of  achievement.  At  present,  more  than 
nine  out  of  ten  practicing  physicians  in 
Rhode  Island  are  “participating  physicians”, 
willing  to  work  within  an  established  and 
successful  prepayment  system  that  benefits 
both  providers  and  subscribers.  The  Board 
also  responded  in  a timely  and  prudent  way 
to  public  demands  for  specific  benefit 
development.  Decisions  were  made  to  offer 
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voluntary  option  coverage  for  extended 
mental  health  services,  alcoholism  care  be- 
yond detoxification,  and,  more  recently, 
home  care  benefits. 

Achievements 

The  intent,  by  offering  optional  programs, 
remains  to  discourage  across-the-board,  man- 
dated coverage  by  action  of  the  State  General 
Assembly.  So  far,  our  approach  seems  vindi- 
cated, and  meets  public  approval.  Over  86  per 
cent  of  all  Blue  Shield  subscribers  now  enjoy 
membership  in  the  Plan  “100”  program,  which 
assures  them  increased  protection  when  they 
receive  covered  services  from  participating 
physicians.  Also,  more  than  three  out  of  four 
Blue  Shield  subscribers  now  have  Major 
Medical  coverage  to  supplement  their  broad 
basic  benefits. 

In  a federal  government  analysis  of 
administrative  performance  by  the  nation’s 
Medicare  carriers,  through  June  of  1977,  the 
Blue  Shield  Plan  in  Rhode  Island  ranked 
first  in  the  United  States  in  terms  of  the  cost 
of  processing  each  Medicare  Part  B claim. 
This  is  a magnificent  and  enviable  achieve- 
ment, one  that  implies  in  a dramatic  way  that 
our  Blue  Shield  Plan  has  earned  its  place  in 
the  future  of  the  financing  of  medical  services 
in  this  state  and  nation.  This  same  ranking 
service,  provided  by  the  Social  Security 
Administration,  placed  the  Rhode  Island 
Blue  Shield  Plan  in  second  place  nationally, 
m terms  of  claims  processing  productivity. 

Controls  on  Costs 

In  concert  with  the  Blue  Cross  Board,  our 
directors  shared  directly  in  cost  containment 
benefit  and  program  application  that  gener- 
ated more  than  $21  million  in  savings  last 
year  alone.  However,  your  Board  is  acutely 
aware  of  the  danger  of  cost  containment  im- 
pinging on  the  quality  and  availability  of 
medical  care.  With  this  in  mind,  we  shall 
continue  to  monitor  each  cost  containment 
program  carefully.  We  can  take  pride,  great 
pride,  too,  in  the  findings  of  an  internal 
productivity  study  that  disclosed  a 400  per 
cent  increase  in  claims  volume  over  the  past 
nine  years  with  only  a 94  per  cent  increase  in 
the  size  of  our  staff  during  the  same  period. 

Physicians  continued  to  show  their  under- 
standing and  support  for  the  concurrent 
review  program,  which  limits  admissions  and 
hospitalization  to  what  is  clearly  medically 


neccessary.  As  a direct  result  of  this  effort  by 
physicians  and  hospitals,  the  average  length 
of  stay  for  Blue  Cross  subscribers  dropped 
below  7 days  for  the  first  time  ever.  J he 
virtually  universal  support  for  the  “partici- 
pating program”  agreement,  the  Blue  Shield 
Plan  “100”  program,  stands  as  a tribute  to 
the  reimbursement  system  and  to  the  integri- 
ty and  public  service  dedication  of  the 
physician  community.  During  1977,  the 
preliminary  groundwork  was  completed  for 
the  development  of  an  extension  of  our 
Medigroup  program  from  Bristol  to  Newport 
and  into  the  Blackstone  Valley.  With  ap- 
proval of  this  program  earlier  this  month,  we 
now  expect  to  enroll  a number  of  Pawtucket- 
area  residents  in  the  independent  practi- 
tioner association  model.  The  arrangement 
permits  Blackstone  Valley  doctors  taking 
part  in  the  program  - as  well  as  their 
patients  — to  continue  established  pat- 
terns of  providing  care,  yet  to  experiment 
with  a capitation  pre-payment  system.  I am 
proud  of  the  Blue  Shield  Plan’s  involvement 
with  the  HMO  concept  based  on  existing 
community  doctors  and  facilities  and  with  the 
modest,  but  measureable  successes  we  have 
achieved.  It  is  a difficult  challenge  to  offer 
something  promising  to  a population  that 
has  shown  itself  generally  pleased  with  the 
traditional  delivery  and  financing  system, 
and  to  do  this  while  preserving  the  crucial 
free  choice  option  of  both  doctors  and 
patients. 

Certificate  of  Need  and  the 
Private  Practitioner 

Some  of  you  are  aware  of  the  movement 
to  legislate  “Certificate  of  Need”  limits  on 
capital  spending  by  physicians  and  other 
providers  of  health  services.  As  the  draft 
proposals  continue  to  be  considered,  I am 
pleased  to  report  that  our  Blue  Shield  Plan 
and  the  Rhode  Island  Medical  Society  share 
a common  concern  about  the  exact  outcome 
of  any  such  legislation.  Our  cooperative  ap- 
proach cannot  but  enhance  passage  of  a law 
that  makes  sense  from  all  relevant  perspectives 
and  does  not  work  an  injustice  on  anyone. 

New  Programs 

The  “same  day  surgery”  program,  another 
cost-quality  option  for  both  doctor  and 
patient,  showed  a cost  savings  of  $136,000 
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last  year  alone,  representing  services  pro- 
vided in  units  outside  the  conventional  in- 
patient operating  rooms.  Currently,  model 
programs  are  being  conducted  and  evaluated 
at  the  Ambulatory  Patient  Center  at  Rhode 
Island  Hospital  and  at  the  Blackstone  Valley 
Surgicenter. 

The  joint  Blue  Cross-Blue  Shield  effort  at 
broad-based  cost  containment,  which  I 
mentioned  earlier,  is  vested  in  a special  joint 
committee  of  both  the  organizations’  boards 
of  directors.  A recent  analysis  of  this 
effort  afforded  a dramatic  insight  into  what 
has  been  and  continues  to  be  done  with 
prudent  “investment”  in  cost  saving  pro- 
grams and  benefit  development  activity.  For 
example,  for  each  administrative  dollar  spent 
on  cost  containment  for  Blue  Cross  and  Blue 
Shield,  a ’’return”  of  $56  in  measureable 
savings  was  realized  during  1977.  This  is 
another  tribute  in  great  part  to  the  dedication 
of  physicians. 

CHAMPUS 

Because  of  our  Plan’s  outstanding  track 
record  in  claims  and  cost  control  perform- 
ance with  federal  programs,  national  ac- 
counts, and  basic  benefit  programs,  we  have 
been  selected,  after  competitive  bidding,  to 
administer  the  Civilian  Health  and  Medical 
Plan  for  the  Uniformed  Services  for  more 
than  102,000  military  dependents  and  retirees 
in  the  states  of  Rhode  Island,  New  York,  and 
New  Jersey.  The  staff,  corporation,  and  the 
Board  have  a right  to  be  very  proud  of  this 
prestigous  contract. 

The  “Government  in  the  Sunshine”  law, 
adopted  by  Congress  last  year,  now  requires 
the  Blue  Shield  Plan,  as  a Medicare  carrier, 
to  disclose — upon  request  only — the  amounts 
paid  to  physicians  under  this  program  during 
the  1977  calendar  year.  Our  President’s 
formal,  written  objection  to  this  sort  of 
disclosure  and  the  inevitable  misimpressions 
it  is  likely  to  create — in  some  quarters,  at 
least  — have  fallen  on  deaf  ears.  The  media 
may  very  soon  be  publishing  long  lists  of 
names  and  numbers  that  may  cause  all 
parties  some  temporary  discomfort.  The 
gross  inaccuracies  of  the  last  published  list  of 
payments  to  physicians  should  diminish  the 
credibility  and  interest  in  this  year’s  disclo- 
sures. 


Success  of  the  Plan 

I could  continue  extolling  the  virtues  of 
our  Blue  Shield  Plan.  1 could  do  it  without 
exaggerating,  without  distorting,  and  without 
compromising  my  own  healthy  skepticism. 
Fortunately  for  you,  however,  the  whole 
story — as  much  of  it  as  we  could  compress 
into  24  pages,  at  least — is  contained  in  the 
Blue  Cross  and  Blue  Shield  Annual  Report 
for  1977.  1 am  sure  you  will  find  in  it 
reassuring  evidence  of  our  Blue  Shield  Plan’s 
considerable  success  in  meeting  the  best 
expectations  of  a discerning  and  deserving 
publi.''. 

My  report  to  you  is,  of  course,  merely  a 
panoramic  look  at  the  hard  work,  enthusi- 
asm, and  effectiveness  of  your  Board  of 
Directors,  its  many  hardworking  committees, 
and  the  excellent  professional  support  ol  our 
management  staff.  Your  Board  members  are 
faithful  in  attending  meetings.  They  accept 
with  relish  the  sometimes  seemingly  insolv- 
able  problems  that  face  this  corporation. 
And,  equally  important.  Board  members 
truly  respect  and  like  each  other.  They  enjov 
being  together  for  a common  pupose.  They 
work  hard,  and  they  enjoy  it.  On  behalf  of 
our  corporation,  I would  like  to  express  our 
appreciation  to  these  public-spirited  men  and 
women.  Our  management  staff,  under  new, 
but  continued  bold  leadership,  seems  to 
know  no  limit  to  what  it  can  achieve  under 
the  policy  direction  of  your  Board.  The  staff 
displays  both  the  skill  and  the  courage  to  do 
what  must  be  done  in  the  service  of  both 
providers  and  subscribers  to  fufill  its  mission. 

The  Board  and  staff  have  a common  goal, 
a common  dedication,  a common  desire  for 
performance  and  efficiency,  and  a common 
sense  of  fairness  and  equity  toward  all  parties 
of  this  corporation  which  constitutes  the 
heart  and  soul  of  Blue  Shield  of  Rhode 
Island.  1 ask  you,  the  members  of  the 
corporation,  to  continue  to  support  your 
Board  and  staff  in  their  efforts  to  prove  by 
performance  the  advantages  of  the  private 
control  and  management  of  medical  care  deliv- 
ery. In  return  I pledge  to  you  a continued 
sensitivity  for  the  concerns  of  our  physician 
providers  and  a resolve  to  provide  to  the 
people  of  Rhode  Island  the  best  health 
insurance  program  in  this  country. 

444  Westmin.ster  Street 
Providence,  R1  02901 


Address  Of  The  Chairman  Oe  The  Board  Of  Blue  Shield 


401 


YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 


WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Speciaiist 

IN  RHODE  ISLAND 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Mr.  < yerard  P.  St.  James 


Beltc 
71  \A 


ne  Hearing  Aid  Servic 
dshington  Street 


Prov  dence,  Rhode  Isiand 


) 421-2720 


Mr.  Charies  A Thurber 
ne  Hearing  Ad  C 
25  /lirport  Road 
Waiivick,  Rhode  islan 
(4QP)  739-3880 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  ■ Chicago,  Illinois  60646 
An  American  Company 


iSmrPanent 
Saves  DoUais 
with  Generics 

by  PUREES 

Here’S  Proof! 

These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  phannacies. 

QUANTITY  BRAND  NAME*  PRICE  PUREPAC  GENERIC  PRICE  SAVINGS 

30 Polycillin(250  mg.) $8.70  . . Ampicillin  (250  mg.) $2.40  $6.30 

100 Equanil  (400  mg.)G 8.09  . . Meprobamate  (loo  mg.  )6  1.83  6.26 

100 Darvon  Comp.  65  G . . 7.83  Propoxyphene  HCI  Comp.  65  4.63 . . 3.20 

100 Pavabid  (150  mg.) 11.73  . Papaverine  HCI  T.R.(ioo  mg.) 4.33 . . 7.40 

I 100 Thorazine  (50  mg.) 6.03  . . Chlorpromazine  HC1(50  mg.) . . . 3.23  2.80 

100 Librium (10  mg.)C3 7.11  . . Chlordiazepoxide  HCi  (lo  mg.)C3. . 4.89. . 2.22 


1 The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 

the  largest  generic  manufacturer  in  America. 


1 

trand  names  are  registerc^d  trademarks  of 
ristol  Labs.,  Wyeth  Labs.,  Eli  Lilly  & Co., 
(arion  Labs.,  Smith  Kline  & French  Labs., 
joche  Labs,  respectively. 
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Address  Of  The  President 
At  The  29th  Annual  Meeting  Of  The 
Corporation  Of  Blue  Shield 
Of  Rhode  Island 


By  Douglas  ,1.  McIntosh 


The  best  unofficial  measure  of  perform- 
ance is  acceptance — public  acceptance.  To- 
day, more  Rhode  Islanders  have  Blue  Shield 
coverage  than  ever  before.  At  the  end  of  1977 
membership  stood  at  over  778,000  subscrib- 
ers— up  9.000  over  last  year’s  record  high 
figure.  Enrollment  gains  are  consistently 
demonstrated  in  all  lines  of  business  that  are 
actively  marketed — Blue  Shield  Plan  100, 
Plan  65,  Major  Medical,  and  the  programs 
companion  to  Blue  Shield  which  are  offered 
by  Blue  Cross  and  Delta  Dental.  The  record 
high  number  of  enrollees,  however,  only  tells 
the  quantitative  story. 

Subscriber  Population 

The  qualitative  analysis  of  our  subscriber 
population  is  even  more  impressive.  Just 
about  five  years  ago,  only  35  percent  of  our 
enrolled  population  had  the  best  combina- 
tion of  benefits — Semi-Private  Blue  Cross, 
Blue  Shield  Plan  100,  and  comprehensive 
Major  Medical.  Today,  over  70  percent  of 
our  enrollees  have  upgraded  the  components 
of  their  coverage  so  that  they  now  have  the 
comprehensive  package.  This  public  recogni- 
tion of  the  need  for  quality  coverage  occurs 
not  only  in  our  group  business  but  is  equally 
true  for  the  Direct  Payment  plan  where 
people  must  dig  into  their  pockets  and  pay 
the  premiums  themselves. 

One  of  the  major  marketing  projects  of 
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1977  was  the  acquisition  of  a new  govern- 
ment program.  The  program  was  CHAM- 
PUS.  CHAMPUS  is  an  acronym  for  the  ' 
Civilian  Health  And  Medical  Program  of  the 
Uniformed  Services,  which  is  the  government 
insurance  covering  servicemen’s  dependents. 

The  government,  in  its  wisdom,  decided  to 
regionalize  this  program  for  administration; 
and  defined  Massachusetts  and  Connecticut 
as  a region  and  Rhode  Island,  New  York  and 
New  Jersey  as  a separate  region.  In  consulta- 
tion with  the  other  Blue  Cross  and  Blue 
Shield  Plans  throughout  New  York  and  New 
Jersey,  it  was  concluded  that  the  only  Plan  in 
this  three-state  area  that  had  the  cost  and 
performance  track  record  to  win  the  competi- 
tive bid  and  the  administrative  efficiency  to 
deliver  the  benefits  was  little  Rhode  Island. 

So  with  the  support  of  the  Boards,  we 
proceeded  and  won  the  bid.  Well  over  a 
100,000  people  are  covered  by  this  program; 
and  to  date,  over  100,000  claims  have  been 
paid  to  hospitals,  doctors,  and  subscribers  in 
the  three-state  area.  Although  program 
administration  is  replete  with  problems,  as 
will  happen  in  the  first  year  of  any  new 
government  program,  the  performance  re- 
views held  to  date  by  government  officials 
show  that  the  program  will  clearly  compli- 
ment our  well-established  track  record  of 
being  an  efficient  and  effective  administrator 
of  government  programs;  and,  for  the  first 
time,  that  expertise  and  reputation  have  been 
demonstrated  in  a multistate  capacity. 
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Cost  Containment 

The  complexity  of  Blue  Shield  is  much  more 
than  higher  numbers  and  new  programs.  With 
the  growth  that  we  have  continuously  experi- 
enced comes  an  increasing  responsibility  thrust 
upon  us  as  the  trustee  of  the  public’s  health 
expenditures.  In  these  times  of  skyrocketing 
health  care  costs,  one  corporate  imperative 
that  must  be  addressed  is  the  responsibility  of 
Blue  Shield  in  responsible  cosf  containment. 
Cost  containment  is  the  name  of  the  game. 

Doctor  William  J MacDonald,  Chairman 
of  the  Board,  has  already  referred  to  the 
Annual  Report.  1,  too,  would  urge  you  to 
read  it. 

Last  year,  the  Blue  Shield  Association, 
which  is  the  national  association,  adopted  a 
definition  and  membership  standard  dealing 
with  cost  containment.  This  standard  not 
only  obligates  each  Plan  to  conduct  a review 
of  activities  and  programs  germane  to  cost 
efficiency,  but  also  establishes  documentation 
procedures  for  the  monitoring  and  measure- 
ment of  cost  containment  results. 

The  Rhode  Island  Plan,  with  the  help  of 
the  medical  community,  continues  to  be  a 
pacesetter  in  this  context.  The  Board  of 
Directors,  recognizing  the  need  for  concerted 
action,  has  formed  a Joint  Blue  Cross  and 
Blue  Shield  Cost  Containment  Committee 
which  centralizes  the  monitoring  of  the 
effectiveness  of  cost  containment  activities 
directly  at  the  Board  level.  The  Annual 
Report  summarizes  the  dramatic  results 
achieved  in  this  regard.  For  every  administra- 
tive dollar  spent  last  year  on  cost  contain- 
ment activities,  the  Plans  have  saved  or 
avoided  the  need  for  $56  of  premium  income. 
Over  $21  million  has  been  saved  for  Blue 
Cross  and  Blue  Shield  subscribers  by  pro- 
grams such  as  reimbursement  contracts  with 
providers,  subrogation  activities,  coordina- 
tion of  benefits,  same-day  surgery,  skilled 
nursing  facility  benefits,  and  others.  It  is 
hoped  that  more  dollars  will  be  saved  in  the 
long  range  by  the  effects  of  the  public 
educational  programs  such  as  the  “Change 
Your  Mind  About  Your  Body”  program. 

But  $21  million  is  not  the  end  of  the  story. 
Continued  vigilance  and  progressive  atten- 
tion to  the  goal  of  responsible  cost  contain- 
ment must  continue.  There  are  traps  into 
which  one  can  easily  fall  in  this  endeavor. 
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One  is  to  mimic  the  route  taken  by 
government  in  federal  Medicare  with  contin- 
uing increases  in  the  program  deductibles 
and  co-payments.  This  is  not  cost  contain- 
ment but  cost  transfer,  cost  avoidance,  and 
results  in  program  savings  by  shifting  the 
financial  burden  to  the  public.  The  test  of 
that  approach  is  to  evaluate  the  effects  of 
ever-increasing  deductibles  and  co-payments 
on  our  elderly  population.  J he  other  trap  is 
to  be  concerned  with  ""cost  only"  without  a 
constant  awareness  of  our  responsibilities  to 
protect  the  public’s  right  to  access  to  the 
highest  quality  health  care.  I truly  believe 
that  the  $21  million  outlined  in  the  Annual 
Report  avoids  those  traps,  and  1 assure  you 
that  both  the  staff  and  the  Board  of 
Directors  will  be  diligently  aware  of  those 
’’easy  outs”  as  we  continue  to  play  a direct  or 
catalytic  role  in  promoting  financial  efficien- 
cy and  effectiveness  in  cost  containment 
activities. 

Cost  containment  is  a continuing  process. 
Two  recent  developments  have  considerable 
potential  in  this  regard.  One  is  a series  of 
meetings  that  have  been  held  between  our 
staff  and  the  Rhode  Island  Professional 
Standards  Review  Organization.  The  PSRO 
is  a physician-oriented  organization  formed 
in  response  to  federal  legislation  which  bears 
direct  monitoring  responsibilities  assuring 
that  proper  utilization  review  is  performed 
on  all  hospital  inpatients  covered  by  Medi- 
care and  Medicaid. 

New  Approaches 

Negotiations  will  shortly  be  initiated  with 
the  PSRO  to  see  if  a pilot  program  can  be 
implemented  to  test  the  cost  and  efficiency 
with  which  the  PSRO  could  extend  its  review 
procedures  to  Blue  Cross  patients  as  well, 
resulting,  hopefully,  in  more  intensive  review 
of  appropriateness  of  admission,  proper  length 
of  stay,  and,  perhaps  most  importantly,  the 
appropriate  use  of  ancillary  services.  We 
believe  the  physician  community  is  the  proper 
vehicle  and  can  respond  to  increasing  demands 
for  proper  utilization  review.  If  such  an  experi- 
ment can  be  properly  structured  and  priced,  it 
may  lead  to  even  greater  assurance  of  the 
integrity  of  services  for  which  Blue  Shield 
dollars  are  being  expended. 

Another  promising  and  potential  avenue 
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for  cost  containment  is  revealed  in  the  joint 
letter  issued  by  the  American  Medical 
Association  and  the  American  Hospital 
Association  to  constituent  state  agencies 
challenging  the  providers  to  establish  state 
committees  to  demonstrate  that  the  volunta- 
ry sector  can  effectively  produce  cost  con- 
tainment results.  This  activity  presents  a 
valuable  opportunity  for  voluntary  organiza- 
tions to  offer  a practical  alternative  to 
government  control.  We  believe  that  this  is 
feasible.  Accordingly,  a letter  was  sent  this 
week  to  both  the  Rhode  Island  Medical 
Society  and  the  Hospital  Association  of 
Rhode  Island  indicating  the  willingness  of 
Blue  Cross  and  Blue  Shield  of  Rhode  Island 
to  serve  on  that  committee,  to  support 
responsible  activities  relative  to  the  national 
goals,  and  to  invite  those  organizations  to 
meet  with  the  Boards’  Joint  Committee  on 
Cost  Containment  to  assure  coordinated 
efforts. 

Special  Interests 

Not  all  community  activities,  however,  are 
consistent  with  cost  containment  objectives. 
As  the  crunch  increases  demanding  that 
health  dollars  be  spent  where  they  can  do  the 
most  good  for  the  most  people,  we  see  more 
and  more  special  groups,  which  cannot 
prevail  in  the  marketplace  by  convincing 
people  voluntarily  to  purchase  certain  bene- 
fits, turn  to  the  Rhode  Island  General 
Assembly  to  have  those  benefits  forced  onto 
the  market.  There  is  a variety  of  reasons  for 
this  ranging  from  the  altruistic  to  the  purely 
self-serving.  More  and  more,  we  see  legisla- 
tion being  introduced  to  force  third  party 
insurers  to  include  certain  benefits  and  to 
pass  on  the  cost  to  our  citizens  more  in  the 
style  of  a taxation  vehicle  than  as  a 
mechanism  of  market  free  choice.  It  may  be 
unusual  for  anyone  to  compliment  legislators 
— people  seem  to  prefer  to  dwell  on  the 
negative  rather  than  the  positive  — but  I 
think  the  Rhode  Island  General  Assembly 
has  been  diligent  in  its  review  of  such 
proposals  and  has  recognized  that  mandated 
benefits  without  proper  controls,  testing 
limitations,  and  public  demand  are  irrespon- 
sible and  clearly  not  in  the  public  interest.  Its 
support  of  the  typical  Blue  Cross  and  Blue 
Shield  approach  of  offering  benefits  on  a 
voluntary  or  rider  basis  as  a test  of  public 


desirability  and  benefit  integrity  has  been  an 
essential  element  of  protection  for  the 
citizens  of  our  state.  If  I can  ask  one  favor  of 
the  corporators,  it  would  be  to  ask  them  to 
support,  in  any  political  or  social  circles  in 
which  they  may  find  themselves,  the  concept 
of  avoiding  mandated  benefits  which  serve  a 
minuscule  minority  at  the  expense  of  the 
majority  of  subscribers,  who  have  greater 
needs  for  their  available  health  care  dollars. 

Performance 

While  all  of  this  important  business  is 
going  on.  Blue  Shield,  on  a day-to-day  basis, 
is  also  in  the  production  business.  This  year 
over  4,000,000  claims  will  be  processed.  The 
cost  of  these  claims  will  be  in  excess  of 
$300,000,000  with  over  $60,000,000  being 
paid  to  physicians  alone.  Doctor  MacDonald 
noted  the  400  percent  increase  in  claims  that 
has  taken  place  over  the  past  nine  years  with 
less  than  a 100  percent  increase  in  staff  and  a 
151  percent  increase  in  production.  I am 
extremely  happy  to  add  to  those  facts  the 
result  of  the  recent  performance  review  of 
our  Medicare  operation  by  government 
auditors  and  officials  who,  through  audit, 
have  reported  that,  while  our  cost  was  the 
lowest  in  the  country  and  our  claims 
processing  time  the  fastest  in  the  country,  our 
error  rate  on  claims  was  less  than  1.1  percent 
of  all  claims  processed.  Blue  Shield  meas- 
urements show  similar  results. 

As  you  can  imagine,  it  is  the  I.l  percent 
that  receives  the  most  attention;  but  it  is  an 
appropriate  perspective  to  be  aware  of  the 
98.9  percent  of  claims  that  are  reviewed, 
adjudicated,  and  paid  correctly. 

All  that  has  been  achieved  this  year  by 
Blue  Shield  is  not  solely  a tribute  to  the  Plan 
alone.  The  continued  voluntary  support, 
involvement,  and  participation  of  94  percent 
of  the  physician  community  of  this  state  is 
the  keystone  upon  which  all  of  these 
successful  building  blocks  are  based.  Despite 
the  continual  threats  of  government  interfer- 
ence, Blue  Shield  continues  best  to  fill  the 
needs  of  Rhode  Island  by  serving  as  the 
vehicle  of  partnership  that  exists  between  the 
public  and  the  physician  community. 

Over  the  past  two  years  the  picture  has  at 
times  been  extremely  bleak  with  the  com- 
mitment of  annual  review  of  fees  and 
payment  levels  frozen  by  regulatory  authori- 
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ties  under  the  misleading  guise  of  cost 
containment.  At  stake  and  being  threatened 
was  the  very  essence  of  Blue  Shield  in  that  we 
had  to  face  the  dilemma  of  being  able  to 
serve  neither  the  subscriber  nor  the  physi- 
cian. With  the  help  of  the  Corporation,  and 
with  the  creative  and  courageous  help  of  the 
Board  of  Directors  — both  public  and 
physician  members  — that  hurdle  has  been 
cleared.  That  success  should  not,  however, 
promote  complacency. 

Pressure  will  always  continue  from  physi- 
cians, from  the  public,  and  from  the 
government  upon  the  organization  to  slant 
its  service  concerns  to  either  the  provider  side 
of  the  issue  or  the  public  side.  Hopefully,  the 
reasonable  attitude  will  continue  to  prevail 
that  while  we  retain  a balance  — a true  sense 
of  partnership  — we  serve  both  the  providers 
and  the  public.  When  that  balance  is  lost,  we 
become  unable  to  service  either  side  well. 

Liaison  Activities 

The  ability  of  Blue  Shield  to  retain  this 
balance  depends  on  a long  list  of  factors,  but 
one  of  the  most  important  is  continued 
liaison  between  Blue  Shield  and  the  medical 
community.  We  have  been  encouraged  by  the 
success  of  some  of  the  initial  steps  that  have 
been  taken  in  this  direction  in  the  past  few 
months,  I should  like  to  mention  just  a 
representative  sample  of  those  activities: 

1)  A regular  and  formal  liaison  between 
Blue  Shield  and  the  Medical  Society  Com- 
mittee chaired  by  Doctor  Peter  Mathieu  has 
certainly  enhanced  the  ability  of  both 
organizations  to  function  effectively  in  the 
area  of  legislative  issues.  That  is  not  to  say  that 
that  we  always  agree;  there  are,  in  fact,  some 
real  dog-fights;  but  we  now  understand  and  I 
hope  respect  the  differences.  The  result  is 
helpful  to  both. 

2)  Doctor  MacDonald  and  I have  met  and 
will  continue  to  meet  with  James  R.  Clarkin, 
Executive  Director,  and  Doctor  Frank  Sulli- 
van, President,  of  The  Rhode  Island  Medical 
Society,  to  assure  that  both  organizations  are 
up-to-date  on  the  important  issues  of  mutual 
concern. 

3)  Liason  has  been  established  between 
Blue  Shield  and  the  Association  of  Presidents 
of  Hospital  Staffs  in  Rhode  Island  with  the 
help  and  assistance  of  Doctor  Richard 
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Judkins,  who  serves  as  president  of  that 
organization.  It  is  hoped  that  this  liaison  will 
provide  a direct  pipeline  to  Blue  Shield  of  the 
problems  that  exist  from  a hospital  staff 
perspective  as  well  as  a direct  pipeline  to 
that  staff  which  will  enhance  the  under- 
standing of  Blue  Shield  policies  and  proced- 
ures. 

Corporate  Goals 

One  of  the  major  corporate  goals  for  the 
upcoming  year  will  be  a total  review  of  all 
present  mechanisms  of  liaison  coupled  with  a 
proposal  designed  to  achieve  greater  two-way 
communication  and  an  increase  in  forums  for 
discussion.  That  professional  relations  plan, 
if  I may  call  it  that,  will  be  sent  to  the 
Professional  Advisory  Committee  of  Blue 
Shield,  and  the  Board  of  Directors  for 
review,  comment,  and  modification.  Then,  if 
we  have  a product  that  the  Board  of 
Directors  considers  to  be  worthwhile,  we 
shall  send  it  to  the  Medical  Society  for  their 
review,  comment,  and  modification. 

It  will  be  a long  process,  and  many 
members  of  the  corporation  will  be  deeply 
involved  in  that  effort.  I hope  that  the 
response  will  be  positive  and  helpful.  The 
effort  is  too  important  to  physicians  and  to 
the  public  to  let  it  fail. 

Since  this  is  my  first  Annual  Meeting 
address  as  the  Plan’s  Chief  Executive  Officer, 
I should  like  to  add  a couple  of  personal 
comments. 

The  business  of  Blue  Shield  is  exciting  and 
invigorating,  and  gives  one  a sense  of  having 
the  opportunity  to  make  a significant 
contribution  to  the  people  of  this  state.  It 
would  be  very  easy  to  go  on  at  length 
covering  all  of  the  subjects.  That  is  not 
possible.  But  I can  give  assurance  that  those 
representatives  — both  physician  and  public 
— who  have  been  chosen  so  wisely  to  serve 
on  the  Board  of  Directors  have  contributed 
many  hours  in  giving  their  advice, their 
expertise,  and  their  support,  and  engaging  in 
discussions.  Theirs  is  both  an  unpaid  and 
sometimes  thankless  task.  In  this  year  of 
transition  of  staff  leadership,  the  Board  has 
been  the  stalwart  of  continual  dedication  to 
public  service,  credibility,  and  excellence.  I 
personally  owe  them  a great  deal,  and  I 
thank  them  and  so  do  all  of  the  subscribers 
to  the  Plan  who  are  the  real  recipients  of 
their  tremendous  dedication  to  a public  trust. 
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I would  also  be  remiss  to  express  my  deep 
gratitude  to  the  tremendous  exeeutive  team 
that  I had  the  privilege  of  inheriting.  Their 
team  spirit  and  dedication  to  corporate 
objectives  have  added  the  element  of  consis- 
tency to  Plan  progress,  fhey  are,  without  a 
doubt,  the  finest  management  team  in  the 
Blue  Cross  and  Blue  Shield  system. 


444  Westminster  Mall 
Providence,  Rl  02901 


WE  MAKE  HOUSECALLS  IN  THE 
BLACKSTONE  VALLEY  AREA  TO 
TAKE  ELECTROCARDIOGRAMS. 

For  appointment,  call  725-2012 

THE  DOCTOR’S  LABORATORY,  INC. 
Pawtucket,  R.  I.  02860 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

"Possibly”  effective:  as  ad)unctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis.' 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation. 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction;  hypersensitivity  to  chior- 
diazepoxide  HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  {e  g , operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors. phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function  Paradoxi- 
cal reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax 
When  chlordiazepoxide  HCI  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
ext/apyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  /.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets 
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Left  Atrial  Myxoma  — Presenting  As 
Bacterial  Endocarditis 


This  Is  The  First  Reported  Case  Sur- 
viving Without  Sequelae 


By  Elizabeth  Corrigan,  MD 
David  Newhall,  MD 
Roger  D.  Raymond,  MD 


Left  atrial  myxoma  presenting  with  signs 
and  symptoms  of  bacterial  endocarditis  is 
rare.  Only  four  cases  of  left  atrial  myxoma 
with  bacteremia  and  infection  of  the  tumor 
have  been  reported,  and  in  only  two  was  the 
diagnosis  made  antemortem  with  only  one 
survivor.'-'*  A case  of  cardiac  myxoma 
presenting  with  the  clinical  picture  of  bacte- 
rial endocarditis  is  the  subject  of  this  report. 

A 29  year-old  male  school  teacher  was 
admitted  to  the  hospital  because  of  fever, 
chills,  malaise,  and  increasing  lethargy. 

The  patient  had  an  unremarkable  past 
history.  He  first  became  symptomatic  seven 
months  prior  to  admission  when  he  devel- 
oped arthralgias  of  the  knees  and  ankles. 
Four  months  prior  to  admission  he  was 
noted  to  have  clubbing  of  his  fingers  and 
toes.  Bone  x-ray  studies  revealed  periosteal 
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Boston,  Massachusetts 
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Island;  Instructor,  Brown  University  Division 
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reaction  consistent  with  hypertrophic  osteo- 
arthropathy. A chest  x-ray  film  at  that  time 
was  normal  as  were  liver  function  tests  and 
barium  intestinal  x-ray  studies.  Westergren 
sedimentation  rate  was  32  mm  in  one  hour, 
and  hemoglobin  was  11.9  g per  cent.  The 
patient  was  believed  to  have  idiopathic 
pulmonary  osteoarthropathy  and  was  treated 
with  salicylates  and  subsequently  with  indo- 
methacin.  He  was  able  to  continue  his 
normal  activities  during  most  of  the  next 
three  months  despite  additional  fleeting 
episodes  of  malaise,  chills,  and  fever  that 
would  follow  marked  exercise.  One  month 
prior  to  admission  he  began  to  experience 
more  persistant  malaise  as  well  as  increasing 
fatigue  and  weight  loss.  Spleen  tip  became 
palpable,  and  laboratory  tests  revealed  a 2.9 
gm  drop  in  hemoglobin  as  well  as  a threefold 
increase  in  Westergren  sedimentation  rate  to 
101.  The  patient  was  suspected  of  having 
bacterial  endocarditis  and  was  admitted  to 
the  hospital  for  further  evaluation  on 
8/15/75. 

On  physical  examination  the  patient  ap- 
peared well  but  anxious  and  pale.  The 
temperature  was  100.9  F{38.5  C)  orally,  the 
pulse  88,  and  respirations  18.  Blood  pressure 
was  110/60.  No  Roth  spots  were  noted  on 
fundoscopic  examination.  There  was  no 
jugular  venous  distention,  carotid  upstroke 
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was  brisk,  and  there  were  no  bruits.  Small 
lymph  nodes  were  felt  in  the  anterior 
triangle.  The  lungs  were  clear.  The  heart  was 
not  enlarged.  was  increased  in  intensity 
and  was  normal.  A loud  was  heard  at 
the  apex.  The  liver  was  not  enlarged,  but  a 
spleen  tip  was  palpable  one  finger-breadth 
below  the  left  costal  border.  There  was 
clubbing  of  both  fingers  and  toes  but  no 
cyanosis,  edema,  or  petechiae. 

Initial  laboratory  test  reports  included 
hemoglobin  6.9  g,  hematocrit  22  per  cent, 
white  blood  count  7000  with  85  per  cent 
neutrophils,  platelets  216,000,  reticulocyte 
count  2.2  per  cent,  serum  iron  43,  and  iron 
binding  capacity  207.  Glucose,  blood  urea 
nitrogen,  and  creatinine  were  normal.  The 
urine  contained  6-8  red  blood  cells  per  high 
power  field  and  1+  protein.  An  electrocardio- 
gram and  chest  x-ray  film  were  within 
normal  limits.  Rheumatoid  factor  was  posi- 
tive 1:80.  Lupus  erythematosis  cell  prepara- 
tion and  carcino-embroynic  protein  determi- 
nations were  negative.  Serum  protein  immu- 
noglobins  showed  increased  IgG  and  IgM. 
Liver  and  spleen  scans  showed  hepatospleno- 
megaly.  A bone  marrow  showed  active 
hematopoiesis  with  normal  iron  stores,  slight 
eosinophilia  and  plasmacytosis,  but  no  evi- 
dence of  tumor  cells.  Coomb’s  direct  and 
indirect  tests  were  negative. 

Several  days  after  admission  the  patient 
developed  a classic  Osier’s  node  at  the  tip  of 
his  finger,  and  on  the  same  day  his  multiple 
blood  cultures  were  all  reported  positive  for 
growth  of  Pasteurella  multocida. 

The  patient  was  begun  on  treatment  of 
penicillin,  18  million  units  by  intravenous 
administration  daily  and  because  the 
etiology  of  the  presumed  endocarditis  was 
unclear  an  echocardiogram  was  performed.  It 
revealed  findings  consistent  with  left  atrial 
myxoma.  This  was  further  documented  by  a 
subsequent  right  heart  catheterization  with 
pulmonary  angiography,  which  showed  a 
large  filling  defect  in  the  left  atrium.  It  was 
highly  mobile,  occupying  the  left  ventricle 
during  diastole  and  moving  back  to  the  left 
atrium  during  systole.  The  right  heart 
pressures  were  normal. 

Three  days  later  the  patient  underwent 
operative  removal  of  the  left  atrial  myxoma 
and  pericardial  patch  reconstruction  of  atrial 
septum  under  cardiopulmonary  bypass  and 


Figure  I:  F.chocardiographic  scan  from  LV  outflow 
tract  to  aortic  root-demonstrating  myxoma 
(dense  echos)  located  beneath  the  mitral  valve 
in  diastole  and  prolapsing  into  left  atrium  in 
systole. 


Figure  2:  Echocardiography  of  mitral  valve  post 
operatively. 

moderate  hypothermia  with  topical  cardiac 
hypothermia.  At  surgery  the  myxoma  was 
approximately  3><4  cm  in  diameter  with  a 
pedicle  at  the  base  of  one  cm  in  diameter 
arising  from  the  atrial  septum  in  the  region 
of  the  fossa  ovalis.  On  microscopic  examina- 
tion clusters  of  gram  negative  rods  were  seen. 
There  were  several  punctate  1-2  cm  round, 
slightly  ulcerated  areas  on  the  mitral  leaflets 
possibly  due  to  bacterial  endocarditis;  but, 
for  the  most  part,  the  valve  was  normal  in 
appearance.  The  patient’s  post  operative 
course  was  complicated  by  late  cardiac 
tamponade  requiring  open  drainage  on  the 
11th  postoperative  day.  (See  figure  2 for 
repeat  echocardiogram  after  recovery  from 
late  cardiac  temponade.)  The  patient’s  condi- 
tion stabilized  without  further  major  compli- 
cations, and  he  was  discharged  on  10/10/75. 
He  experienced  full  recovery  and  was  entirely 
well  when  last  seen  one  and  one-half  years 
later. 

Discussion 

In  the  first  two  reported  cases  of  infected 
myxoma  a diagnosis  was  not  established  even 
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though  positive  blood  cultures  and  cerebral 
emboli  were  noted.'  ^ in  a more  recent  report 
the  diagnosis  was  confirmed  by  echocardio- 
graphy antemortem,  but  the  patients  died 
shortly  thereafter  from  a ruptured  mycotic 
aneurysm.'^  The  only  previously  reported 
suvivor  also  had  a cerebral  embolus  which, 
coupled  with  a variable  heart  murmur,  raised 
the  suspicion  of  a left  atrial  myxoma  and  led 
to  successful  surgical  extirpation  of  the 
tumor. ^ 

Although  the  presence  of  fever,  a cardiac 
murmur,  anemia,  systemic  signs,  and  embolic 
phenomena  are  generally  strong  evidence  of 
subacute  bacterial  endocarditis  (SBE),  car- 
diac myxoma  should  be  included  in  the 
differential  diagnosis. ^ The  finding  of  positive 
blood  cultures  fails  to  resolve  this  differential 
diagnosis  since  an  infected  left  atrial  myxoma 
may  be  indistinguishable  from  SBE.  This 
case  futher  demonstrates  the  value  of  echo- 
cardiography in  patients  with  SBE.  In 
addition  to  demonsrating  valvular  vegita- 
tions,  it  may  disclose  an  unexpected  myx- 
oma.^ Although  this  patient  had  no  overt 
cerebral  emboli,  this  complication  was  pres- 
ent in  all  four  previously  reported  cases. 
Consequently  it  would  appear  advisable  to 
proceed  with  surgery  on  an  urgent  basis  after 
initiation  of  antibiotic  therapy. 

Summary 

A 29  year-old  man  presenting  with  signs 
and  symptoms  consistent  with  SBE  was 
found  to  have  an  infected  left  atrial  myxoma 
by  echocardiography  and  was  successfully 
treated.  Only  four  cases  similar  to  this  have 
been  reported  previously.  Additionally  all 
previous  cases  had  had  cerebral  emboli,  and 
there  was  only  one  survivor  among  the 
reported  cases.  The  importance  of  echocar- 
diography in  diagnosis  and  early  surgical 
intervention  in  treatment  is  emphasized. 
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Gunelidine 


How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
( intended  for  institutional  use  only) . 

Injection,  300  mg./2  ml.,  in  single-dose  vials 
in  packages  of  10. 
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a SmithKIine  company 


. in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

‘The  correlation  of  spasm  relief  and  drug  given  was  excellent. " 
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Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination  A preliminary  report. 
Western  Med  5:350-358,  1964 
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•This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G I.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


8-3.97  (y519A) 


Bentyl* 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Iniection 
AVAILABl  E ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  ad|unctive  therapy  in  the  treatment  ol  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ ANTISPASMOOIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES,  OR 
PREVENT  COMPLICATION 


Based  on  a review  ot  this  drug  by  the  National  Academy  ol 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  the  lollowing  indications  as  "prob- 
ably " etiective 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders), and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon) 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE.  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  ol  infant  colic  (syrup) 

Final  classilication  of  the  less-than-eflective  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (tor  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy),  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis),  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis  WARNINGS  In  the 
presehce  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  ol  incomplete 
intestinal  obstruction,  especially  m patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  tailed  to  demonstrate  adverse  effects  ot  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  ot  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with,  autonomic  neuropathy,  hepatic  or  renal 
disease;  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motil'ty  to  the  point  of  producing  a paralytic  ileus  and  the  use  ol 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhyfhmias,  and  hypertension; 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
It  should  be  noted  that  the  use  of  ahticholinergic/antispasmodic 
drugs  in  fhe  freatmenf  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis)  Do  not  rely  on  the  use  of  fhe  drug  in  fhe  presence  of 
complicafion  of  biliary  fracf  disease  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur,  ADVERSE  REACTIONS  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response.  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention,  blurred  vision  and  tachycardia, 
palpitations,  mydriasis,  cycloplegia.  increased  ocular  tension, 
loss  ol  taste;  headache,  nervousness;  drowsiness,  weakness, 
dizziness,  insomnia;  nausea;  vomiting;  impotence,  suppression  of 
lactation;  constipation;  bloated  feeling,  severe  allergic  reaction  or 
drug  Idiosyncrasies  including  anaphylaxis;  urticaria  and  other 
dermal  manifestations;  some  degree  ot  mental  contusion  and/or 
excitement,  especially  in  elderly  persons;  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
ol  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  fO  mg  capsule  and  svrup  Mulis  f or  2 
capsules  or  teaspoonfuls  syrup  three  or  tour  times  daily.  Children 
f capsule  or  teaspoonful  syrup  three  or  tour  times  daily  Infants  'h 
teaspoonful  syrup  three  or  lour  times  daily  (May  be  diluted  with 
equal  volume  of  water  ) Bentyl  20  mq  Adults  f tablet  three  or  tour 
times  daily  Bentvl  Iniection  Adults  2 ml,  (20  mg  ) every  tour  to  six 
hours  intramuscularly  only,  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  ot  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing.  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  lor  sedafion  but  they  should  not  be  used  if  Benfyl 
wifh  Phenobarbilal  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 
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The  Physician  And  The  Counselor: 
A New  Health  Care  Alliance 


For  Many  Problems  The  Need  Is  For 
Relatively  Short-Term  Counseling 


By  Jerry  M.  Hatfield,  M Ed 


If  our  purpose  as  helping  professionals  is 
to  effect  the  health  and  general  well-being  of 
the  total  person,  then  it  is  important  to  bring 
about  a professional  alliance  between  the 
practice  of  medicine  and  the  practice  of 
counseling.  It  has  long  been  common  for 
physicians  to  refer  a patient  to  another  physi- 
cian in  order  for  a more  complete  and  accu- 
rate diagnosis  to  be  made.  There  is,  however, 
another  type  of  referral,  one  which  is  proba- 
bly under-utilized,  but  which  may  be  as 
important  as  any  other  type  of  referral  in  the 
process  of  arriving  at  a complete  diagnosis 
and  treatment  of  the  whole  person.  This  ref- 
erral is  made  to  the  professional  counselor. 

It  is  important  to  try  to  resolve  some  of  the 
confusion  that  exists  in  titles  and  terminol- 
ogy. Physicians  are  familiar  with  the  referral 
to  the  psychiatrist.  It  is  not  the  purpose  of 
this  paper  to  diminish  the  importance  of  this 
diagnostic  resource,  but  rather  to  augment 
and  expand  the  alternatives  available  to  the 
referring  physician.  This  task  is  a difficult 
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one  at  best,  since  the  roles  of  the  psychiatrist 
and  other  professional  counselors  sometimes 
overlap.  While  Bibring'  describes  the  counse- 
lor as  one  who  focuses  primarily  on  adjust- 
ment, with  little  or  no  interpretation, 
Kaplan^  counters  by  stating  that  “It  seems 
evident  that  both  psychiatrists  and  social 
workers  treat  the  basic  psychopathology  as 
well  as  the  clinical  disorder....”  Leaving  this 
seemingly  interminable  discussion  for  an- 
other study,  one  of  the  intents  here  is  to  des- 
cribe the  various  roles  and  functions  found  in 
the  counseling  field. 

A counselor  may  be  thought  of  as  one  who 
has  attained  at  least  a Master’s  degree  in  one 
of  the  fields  of  applied  psychology.  Counse- 
lor training  commonly  reflects  a background 
in  psychopathology,  assessment  and  diagno- 
sis, and  therapeutic  skills.  While  some  coun- 
selors tend  to  specialize  in  group  therapy, 
marriage  and  family  counseling,  adolescent 
and  child  counseling,  or  behavior  therapy, 
others  maintain  a general  practice.  Counse- 
lors may  work  in  public  agencies  (community 
mental  health  centers,  for  example)  or  in  pri- 
vate practice.  Typically  counselors  work  with 
problems  of  personal  adjustment,  educa- 
tional and  vocational  choices,  family  and 
marital  conflicts,  alcoholism  and  drug  addic- 
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tion,  some  neuroses,  and  some  character  dis- 
orders, but  rarely  with  psychoses  or  organic 
dysfunctions.  Brammer  and  Shostrom^  pro- 
vide a more  definitive  discussion  of  the  spe- 
cific functions  and  therapeutic  characteristics 
of  the  various  helping  professions. 

1 here  are  also  numerous  levels  and  degrees 
of  involvement  in  the  counseling  process.  The 
physician  may  refer  a patient  to  a counselor 
for  either  consultation  or  general  therapy. 
The  counselor  to  whom  the  patient  is 
referred  will  then  proceed  through  the  pro- 
cess of  an  assessment  of  problem  categories 
with  the  patient.  Once  the  assessment  is  com- 
plete (usually  after  a few  sessions,  although 
this  depends  on  the  readiness  of  the  patient 
and  the  nature  of  the  problem)  the  counselor 
will  then  determine  if  the  patient’s  problems 
are  within  his/her  scope  of  competence,  and 
with  the  patient  determine  the  direction  and 
duration  of  therapy. 

Criteria  for  Counselor  Selection 

The  physician’s  selection  of  a counselor  is 
as  important  as  the  selection  of  any  other 
health  care  provider.  Some  general  guide- 
lines, not  in  order  of  importance,  and  none 
of  which  are  absolute  predictors  of  quality  of 
care,  follow: 

1.  The  warmth  and  genuineness  of  the 
counselor.  This  judgement  can  be  made  only 
after  a personal  meeting  with  the  counselor. 
Although  this  is  a subjective  judgement  on 
the  part  of  the  physician,  the  bulk  of  the 
literature  agrees  that  this  genuineness  and 
warmth  is  a vital  quality  (Patterson)'*. 

2.  Adherence  to  a code  of  ethics.  Laws 
concerning  confidentiality  and  privileged 
information  vary  from  state  to  state  and  may 
conflict  with  any  given  code  of  ethics.  The 
referring  physician,  however,  has  the  right  to 
inquire  about  ethical  standards.  The  Ameri- 
can Psychological  Association  has  an  exem- 
plary code  of  ethics^  to  which  all  members 
must  subscribe.  The  American  Personnel  and 
Guidance  Association  has  a similar  code,^ 
although  more  educationally  oriented.  Many 
other  professional  organizations  also  have 
codes  of  ethics  applicable  to  their  disciplines. 

Of  paramount  importance  here  is  the 
counselor’s  recognition  of  his/her  personal 
limitations  and  the  limitations  of  the  profes- 
sion. The  physician  should  beware  of  the 
counselor  who  is  willing  to  diagnose  and 


treat  any  and  all  previously  undiagnosed  dis- 
orders. I he  state  of  the  profession  and  level 
of  knowledge  is  simply  not  that  advanced. 

3.  Credentials  and  memberships.  Contin- 
uing professional  education  is  as  important 
to  the  counselor  as  it  is  to  the  physician,  and 
should  be  considered  indicative  of  an  up-to- 
date  therapist.  Some  organizational  member- 
ships are  merely  a matter  of  paying  dues. 
Others,  however,  carry  some  credence  and 
worth  and  must  be  earned  through  super- 
vised experience.  Further,  the  counselor 
should  be  willing  to  fully  discuss  his/her 
background  and  qualifications. 

4.  Associates  arid  reputation.  Is  the  coun- 
selor or  clinic  well-known  in  your  area?  The 
counselor’s  associates  and  location  are  indi- 
cators of  the  general  level  of  professionalism 
and  the  general  quality  of  the  counselor. 

5.  Patient  feedback.  Without  breaching 
the  confidentiality  of  the  counselor-patient 
relationship,  the  referring  physician  may 
inquire  about  the  patient’s  general  impression 
of  the  counselor.  This  feedback,  however, 
must  always  be  tempered  with  the  under- 
standing that  the  patient  may  have  termi- 
nated the  relationship  when  the  counselor 
became  too  confrontive  or  got  too  close  to 
the  problem.  Patients  frequently  seek  help 
and  then  resist  that  help  due  to  the  discom- 
fort involved  in  behavior  change. 

When  Is  A Referral  Indicated? 

When,  then,  is  it  appropriate  for  a physi- 
cian to  refer  a patient  to  a counselor? 
Although  the  following  list  (albeit  not 
exhaustive)  is  categorized  by  type  of  medical 
practice,  the  indicators  overlap  into  each 
area.  Although  Brosin^  indicates  three  cate- 
gories of  referrals  (1.  Physical  signs  and 
symptoms  triggering  the  referral;  2.  Admi- 
nistrative and  legal  needs  for  a psychiatrist’s 
opinion)  this  paper  will  concentrate  on  his 
third  category;  the  physician’s  desire  for 
greater  understanding  of  the  patient. 

General  or  Family  Practice 

1.  When  medication  is  specifically  sought. 
Psychoactive  drugs  have  afforded  great 
strides  in  the  improvement  of  medical  and 
mental  health  care.  They  are  equally  capable 
of  abuse,  however,  not  only  in  masking  the 
causes  of  discomfort,  but  also  in  offering  a 


416 


Rhode  Island  Medical  Journal 


dangerously  easy  solution,  with  potentially 
greater  discomfort. 

2.  When  all  the  tests  ordered  are  nega- 
tive, and  the  patient  still  eomplains.  The 
responsible  counselor  will  not  guarantee  a 
solution,  but  many  times  will  be  able  to  iden- 
tify and  help  the  client  cope  with  psychologi- 
cally based  discomfort  and  its  causes.  This  is 
especially  true  when  the  undiagnosed  pain 
occurs  in  the  musculoskeletal  system,  the  ner- 
vous system,  or  the  gastrointestinal  system. 
(Schwab,  et  al)^ 

3.  When  there  has  been  a reeent  change 
in  behavior  or  environment.  The  patient  may 
complain  of  vague  or  generalized  discomfort. 
In  questioning,  the  physician  may  discover 
recent  changes,  i.e.  marital  problems,  death, 
divorce,  family  disturbances,  sexual  activity, 
sleep  habits,  and  eating  habits.  These 
changes,  coupled  with  physiological  discom- 
fort, are  fairly  clear  indicators  of  the  need  for 
counseling.  The  physician  may  assume  that 
if  there  was  sufficient  motivation  to  go  to  the 
doctor,  then  the  problem  is  worth  treating. 

4.  When  there  may  be  a drug-  (including 
alcohol)  related  problem.  If  the  consumption 
of  any  drug,  including  alcohol,  regardless  of 
amount,  creates  disorder  in  one’s  life  (includ- 
ing family  and  friends)  then  it  is  a problem 
worthy  of  attention.  The  physician,  however, 
may  expect  considerable  resistance  to  a refer- 
ral, and  perhaps  complete  denial  of  the 
problem. 

5.  When  the  patient  is  desperate.  With 
stigmas  still  attached  to  mental  health  treat- 
ment, it  is  often  easier  to  call  the  doctor  than 
to  call  the  counselor  in  time  of  crisis.  These 
times  of  crisis,  however,  are  the  most  valua- 
ble time  for  counseling,  since  the  patient  is 
usually  very  cooperative  in  seeking  a relief 
from  psychic  pain. 

Pediatrics 

1.  When  the  parent  reports  a sudden 
change  in  behavior.  Behavior  changes  are 
normal  during  children’s  development,  but 
abnormal  changes  warrant  attention.  Family 
stress  is  also  frequently  mirrored  in  the 
child’s  behavior,  and  a problem  identified  as 
the  child’s  is  sometimes  used  by  the  child  to 
hold  the  family  together. 

2.  When  school  problems  impact  on  gen- 
eral health,  or  when  the  school  suggests  help. 

3.  When  adolescence  poses  problems  for 


both  the  patient  and  the  parents.  Parents  and 
their  children  frequently  need  to  learn  new 
communication  methods  to  get  through  this 
difficult  period. 

4.  When  the  parent  expresses  concerns 
about  child-rearing  techniques.  These  tech- 
niques are  not  natural  they  must  be 
learned,  and  can  be  improved  in  a non- 
threatening way  in  counseling. 

5.  When  the  patient  experiments  with 
drugs  (including  alcohol).  This  experimenta- 
tion may  indicate  serious  problems,  or  just 
simple  curiosity,  but  must  not  be  ignored. 

Pediatric  referrals  may  be  particularly 
threatening  for  parents.  Mental  illness,  or 
even  the  suggestion  of  it  is  still  threatening  to 
many  people,  and  the  threat  is  even  greater 
when  it  involves  one’s  child.  Anger,  resent- 
ment, and  guilt  may  be  expected  from  the 
parent  (Shaw  and  Lucas)^,  i.e.  anger  and  res- 
entment about  the  physician’s  referral,  and 
guilt  about  not  being  a good  enough  parent 
or  guilt  tinged  with  self-pity.  The  physician 
must  impress  the  patient  with  the  importance 
of  dealing  with  problems  at  an  early  stage  as 
a means  of  preventive  mental  health  care. 

Obstetrics  and  Gynecology 

1.  When  a young  patient  begins  sexual 
activity.  Age,  motivation,  and  extensive  ques- 
tioning may  indicate  the  need  to  explore 
values  and  attitudes. 

2.  When  the  patient  expreses  ambival- 
ence concerning  sterilization.  The  finality  of 
this  procedure  mandates  very  careful  consid- 
eration which  may  be  aided  by  the  counselor. 

3.  When  normal  post-partum  depression 
becomes  debilitating.  The  counselor  may 
offer  supportive  therapy  during  this  period  of 
physiological  transition. 

4.  When  there  is  abnormal  fear  regarding 
pregnancy,  current  or  future.  These  fears 
may  indicate  a need  to  consider  deeply  the 
ramifications  of  pregnancy  and  the  source  of 
the  fears. 

5.  When  the  patient  is  feeling  trapped. 
Frequently  the  patient  needs  help  in  looking 
at  her  new  lifestyle  and  its  alternatives. 

6.  When  an  abortion  has  occurred  or  is 
planned.  Although  the  responsible  counselor 
will  not  judge  the  patient’s  decision,  many 
feelings  and  emotions  need  to  be  explored. 
Depression  and  guilt  concerning  the  loss  are 
common  and  need  to  be  dealt  with. 
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How  To  Make  The  Referral 

Schwab"’  offers  some  valuable  guidelines 
for  making  a referral  to  a counselor: 

1.  through  an  open  and  honest  discus- 
sion, indicate  that  there  may  be  an  emotional 
cause  for  the  illness  that  must  not  be  ignored, 
but  that  the  referral  does  not  mean  that  a 
psychogenic  origin  is  definite. 

2.  Encourage  the  patient  to  express 
his/her  feelings  about  the  referral.  This  pro- 
vides the  physician  with  the  opportunity  to 
alleviate  any  distorted  fears  and  offer  assu- 
rance regarding  the  competence  of  the 
counselor. 

3.  Encourage  realistic  expectations.  Indi- 
cate to  the  patient  that  this  referral  will  not 
lead  to  miracle  cures,  but  rather  will  offer  an 
opportunity  to  look  at  the  problem  from 
another  perspective. 

4.  The  referral  should  not  be  treated  as  a 
last  resort  measure.  This  approach  places 
undue  pressure  on  the  counselor  and  may 
encourage  unrealistic  expectations  by  the 
patient. 

Summary 

Clearly,  for  many  of  these  problems  the 
need  is  for  relatively  short-term  counseling. 
Indeed,  that  is  a major  function  of  counse- 
lors. Many  people  have  neither  the  desire  nor 
the  need  for  long-term  therapy,  frequently 
associated  with  the  practice  of  counseling.  In 
fact,  the  concept  of  goal-oriented,  short-term 
therapy  should  be  emphasized  (though  not 
guaranteed)  by  the  referring  physician  in 
order  to  dispell  the  patient’s  fears  of  years  of 
the  stereotypical  psychoanalysis. 

The  concepts  brought  forth  here  should 
help  the  physician  to  expand  the  alternative 
referral  opportunities  with  the  ultimate  goal 
of  treating  the  whole  person.  Caution  must 
be  used,  however,  in  the  selection  of  the 
counselor,  and  sensitivity  is  needed  in  explor- 
ing the  patient’s  needs.  Both  the  physician 
and  the  patient  will  benefit  from  this 
increased  understanding. 
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This  asthmatic 

Isn’t  worried  ahoiit  his  next  breath... 


he’s  active 
he’s  eflectiveiv 
maintained  on 


confoins  rheophylline  (anhydrous)  1 50  mg 
and  glyceryl  guoiocolore  (guoifenesin) 

90  mg  Elixir  olcohol  15% 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicofions:  For  rhe  sympromoric  relief  of  bronchosposnc 
conditions  such  os  bronchiol  asthma,  chronic  bronchitis,  and 
pulmonary  emphysema. 

Warnings:  Do  not  administer  more  frequently  thon  every 
6 hours  or  within  1 2 hours  ofter  recrol  dose  of  ony  prep- 
orarion  containing  theophylline  or  ominophylline.  Do  nor 
give  other  compounds  containing  xanthine  derivatives 
concurrently. 

Precautions;  Use  with  coution  in  potienrs  with  cordioc 
diseose  hepatic  or  renol  impoirment.  Concurrent  odminis- 
rrorion  with  cerroin  onnbiorics,  i e.  clindomycm,  erythromy- 
cin, rroleondomycin,  moy  result  in  higher  serum  levels  of 
theophylline.  Plosma  prothrombin  ond  focror  V moy 
increose,  but  any  clinical  effect  is  likely  to  be  smoll.  Metobo- 
lites  of  guoifenesin  moy  contribute  to  increased  urinory 
5-hydroxyindoleocetic  ocid  reodings,  when  determined 
with  nitrosonophtol  reagent  Sofe  use  in  pregnoncy  hos  not 
been  estoblished.  Use  in  cose  of  pregnoncy  only  when 
cleorly  needed 

Adverse  Reoctions:  Theophylline  moy  exert  some  stimulot- 
ing  effect  on  the  centrol  nervous  system.  Its  odministrorion 
moy  couse  locol  irritorion  of  the  gastric  mucosa  with  possi- 
ble gosrnc  discomfort,  nouseo,  ond  vomiting.  The  frequency 
of  odverse  reocnons  is  reloted  to  the  serum  theophylline 
level  ond  is  not  usually  o problem  or  serum  theophylline 
levels  below  20  /xg/ml. 

How  Supplied : Copsules  in  bottles  of  1 00  ond  1 000  ond 
unit-dose  pocks  of  100,  Elixir  in  bottles  of  1 pint  ond  1 gollon. 
See  pockoqe  insert  for  complete  prescribing  infotmorion. 
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Does  It  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilatot? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodiian— compatible 
with  concomitant  therapy 

• vasodilah— compatibie 
with  your  total  regimen 
for  vascular  insufficiency 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI.  10  mg  and  20  mg 
Vasodilan  iniection,  isoxsuprine  HCI.  5 mg , per  ml 
Dosage  and  Administration : Oral  10  to  20  mg . three  or  four  times  daily. 
Intramuscular  5 to  10  mg  ( 1 or  2 ml ) two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg.,  bottles  of  100.  1000,  5000  and  Unit  Dose.  Tablets. 

20  mg.,  bottles  of  100,  500.  1000,  5000  and  Unit  Dose.  Iniection.  10  mg  per 
2 ml  ampul,  box  of  six  2 ml  ampuls 
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Editorial 


New  Plans  For  The  Center  General  Hospital 


The  recently  announced  plans  for  a new 
facility  at  the  Rhode  Island  Medical  Center 
should  come  as  good  news  for  all  who  are 
interested  in  seeing  an  upgrading  of  our  state 
institutions  at  Howard.  The  plans  call  for  a 
new  $12.4  million  building  at  the  General 
Hospital  to  house  1 05  new  beds  and  new  x-ray, 
electrocardiography,  laboratory,  and  technical 
services,  as  well  as  ophthalmology,  dental, 
orthopedic,  gynecological,  hearing,  speech, 
optometric,  pediatric,  and  ear,  nose,  and 
throat  clinics  to  replace  inadequate,  dingy,  or 
worn-out  facilities  now  in  use. 

The  105  beds  will  include  a 30-bed  admission 
unit,  a 10-bed  gerontological  research  unit,  35 
beds  for  rehabilitation,  and  a 30-bed  medical 
service  unit.  There  will  also  be  a 200-seat 
auditorium  and  a central  kitchen  and  dining 
area.  In  accordance  with  state  planning  policy, 
this  will  result  not  in  an  increase  in  total  bed 
capacity,  but  rather  a net  reduction  from  66 1 to 
648.  This  of  necessity  implies  an  upgrading  of 
105  beds.  It  will  permit  at  long  last  the  closing 
of  several  antiquated  back  buildings  still  in  use. 
The  average  census  has  dropped  in  three  years 
to  661  from  1,099  patients,  indicating  a striking 
implementation  of  the  policy  of  de- 
warehousing patients  in  accordance  with 
modern  concepts  and  the  expressed 


philosophy  of  Doctor  Joseph  J.  Bevilacqua, 
Director  of  the  Department  of  Mental  Health, 
Retardation  and  Hospitals.  It  accords  with  his 
concepts  of  evolution  from  a custodial 
institution  for  chronically  ill  and  elderly 
patients  to  an  active  treatment  and  research 
center  which  will  provide  a progressively  wider 
range  of  health  and  rehabilitative  services.  It  is 
hoped  that  the  medical  academic  community 
and  Brown  University  will  participate 
increasingly  in  future  developments,  both 
clinical  and  investigative. 

When  the  facility  is  completed,  now 
projected  for  the  fall  of  1981,  it  will  provide 
also  a training  facility  for  professional  and 
technical  personnel  involved  in  the 
management  of  the  elderly,  the  handicapped, 
and  the  chronically  ill. 

A token  of  the  improvement  in  the  general 
quality  of  care  at  the  General  Hospital  which 
has  already  taken  place  was  the  recent  two- 
year  accreditation  (the  first  ever  to  this 
hospital)  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  Doctor  Bevilacqua 
and  his  associates;  Doctor  Johannes  Virks, 
the  Medical  Director  of  General  Hospital;  and 
the  State  of  Rhode  Island  have  reason  to  feel 
proud  of  these  achievements. 


RADIATION  PHYSICS 
CONSULTANTS 

Surveys  of  all  x-ray  equipment  and 
facilities  for  compliance  with  the 
new  Rhode  Island  law. 

Qualified  Physicists 

785-9730 
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Tenuate’'® 

(diethylproplon  hydrochloride  NF) 

Tenuate  Dospan" 

(diethylproplon  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Briel  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  lew 
weeks)  in  a regimen  ol  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  ol  agents  ol  this  class  should  be  measured 
against  possible  risk  factors  inherent  In  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  ol  drug 
abuse.  During  or  within  14  days  following  iheadministrationol  mono- 
amine oxidase  inhibllors,  (hypertensive  crises  may  result), 
lAIARNlNGS:  II  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  ol  subiects  becoming  psychologically  dependent 
on  diethylproplon.  The  possibility  ol  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  ol  including  a drug  ab  part  of  a weight 
reduction  program  Abuse  ol  amphetamines  anrf  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  cased  certain  drugs,  may  be  severe 
There  are  reports  ol  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  LEG  Manifestations  ol 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia.  Irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  ol  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  ol  age 
PRECAUTIONS:  Caution  Is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  In  diabetes 
mellltus  may  be  altered  in  association  with  the  use  ol  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  shouliJ  be 
prescribed  or  dispensed  at  onetime  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS;  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  ol  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
terlness.  Insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
Increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances, Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  cnanges  in  libido,  gynecomastia,  menstrual  ugsel  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous . A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increaset)  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg,  tablet  three  times  dally,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger,  Tenuate 
Dospan  (diethylpropion  hydrochloride]  controllerf-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  age, 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate, Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamlne  (Regitine®)  has  been  suggesterf  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April.  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Rlchardson-Merrell  Inc 
Cincinnati.  Ohio  45215,  U S A, 

Licensor  of  Merrell® 

References:  (.Citations  available  on  request- Medical  Research 
Department  MERRELLRESEARCR CENTER, MERRELL-NATIONAL 
LABORATORIES,  Cincinnati.  Ohio  45215  2.  Hoekenga,  M T . 
O'Dillon,  R ,R  .,  and  Leyland,  R M : A Comprehensive  Review  of  Dieth- 
ylpropion Rydrochloride.  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Orugs,  Florence,  Italy.  Jan.  20-21, 1977. 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight 


(diethylpropion  hydrochloricle  NF) 

75  mg.  controlled-release  tablets 


^ A useful  short-term  adjunct  ■ 

I in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  r./ 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp-  ■ 
tomatic  cardiovascular  disease,  or  diabetes.  While  it  is  not  - 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
' adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
; administered  to  patients  with  severe  hypertension;  see  additional 
I Warnings  and  Precautions  on  the  opposite  page.) 

I In  uncomplicated  obesit:^ 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
i|  disease.  While  this  condition  is  often  termed  uncomplicated 
I obesity,  complications  of  both  a social  and  a psychologic  nature 
!|:  may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
if  short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
I counsel  during  the  important  early  weeks  of  an  indicated  weight 

I loss  program. 

||  Clinical  effectiveness. 

. „ The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
t well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  “ ..anorexic  potency 

II  with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.'’^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 
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'fenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 
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Each  tablet  contains:  aspirin,  227  mg;  phenacetin,lfi2 
32  mg:  plus  codeine  phosp>hate  in  one  of  the  fbllowingstre 
mg  (gr  1 ):  ^3— 30  mg  (gr  Vz);  ^2—15  mg_(gr  %);  and  ^ 1—7.5 
(Whming— may  be  habit-forming). 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


Guest  Editorial 


Meniere’s  Syndrome  — Present  Therapy 


The  problem  of  Meniere’s  Syndrome  is  as 
prevalent  as  ever.  The  classic  triad  of 
tinnitus,  vertigo  and  variable  neurosensory 
hearing  loss  is  most  often  the  presenting  com- 
plaint. Some  patients  will  describe  a fullness  in 
the  affected  ear  as  well.  Usually,  a low-tone 
hearing  loss  is  noted  initially,  followed  by 
vertigo,  nausea,  vomiting  and  perspiration. 
The  attack  is  usually  about  30  minutes  with 
fatigue  a prominent  factor. 

The  frequency  of  attacks  is  variable.  They 
may  clear  for  years,  or  progress  on  to 
permanent  hearing  loss  with  incapacity. 
Others  may  lose  the  acute  form,  but  have  a 
constant  feeling  of  unsteadiness  in  the 
“burned  out  Meniere’s.”  The  tinnitus  and 
fullness  may  remain  between  attacks  and  be 
the  primary  complaint  later  in  the  disease. 

The  differential  diagnosis  should  include 
lues  in  the  bilateral  cases;  acoustic  neuroma; 
vascular  insufficiency;  thyroid  insufficiency; 
allergy;  hypoglycemia;  lipidemia,  and  more 
unusual,  cerebellopontine  angle  tumors. 

The  diagnostic  evaluation  may  include 
petrous  bone  x-ray  studies;  site  of  lesion 
audiometric  evaluation;  caloric  or  electron- 
ystagmographic  testing;  also  screening  blood 
profile,  including  FTA/Abs  and  total  IgE. 

The  pathological  disorder  is  thought  by 
most  to  be  an  increase  in  the  fluid  pressure 
within  the  membranous  inner  ear.  Whether 
this  is  over-production  or  reduced  absorption 
is  still  argued. 

The  treatment  in  cases  with  no  known 
cause  initially  is  medically  designed  to  reduce 
fluid  consumption  and  retention,  depress  the 
nausea,  and  tranquillize  the  labryinth.  The 
acute  cases  occasionally  respond  to  intra- 
muscular Innovar,  ® but  must  be  observed 
closely.  Valium,®  Pro-banthine,®  and  Dya- 
zide®  together  usually  will  control  attacks,  but 
Meclizine®  or  Dramamine®  work  in  some. 

Of  early  cases  unresponsive  to  medical 
therapy  with  variable  hearing,  60  per  cent 
will  be  significantly  helped  with  surgical 


decompression  of  the  endolymphatic  sac  into 
the  mastoid.  In  those  with  serviceable 
hearing  who  fail  to  respond  to  sac  decompres- 
sion, over  95  per  cent  will  be  returned  to  useful 
health  with  selective  vestibular  nerve  action. 
For  those  furthest  along  in  the  spectrum  with 
no  hearing,  labryinthectomy  is  available  with 
or  without  8th  nerve  section  depending  on  the 
tinnitus. 

The  complications  of  surgery  are  fairly 
constant  in  most  series,  with  a less  than  4 
percent  incidence  of  cerebrospinal  fluid  leak, 
neurosensory  hearing  loss,  or  facial  nerve 
weakness.  Meningitis  is  extremely  rare,  but 
possible. 

The  results  of  treatment  of  Meniere’s 
syndrome  have  improved  over  the  past  few 
years  with  the  advent  of  microsurgical 
otological  and  neurosurgical  techniques  so 
that  a comfortable  life  can  be  offered  to 
those  previously  devastated  by  overwhelming 
vertigo. 

Charles  L.  Hill,  MD 
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Editor’s  Mailbox 


A Reassessment  of  the  Responsibility  of  the  RIMS 
to  its  Constituency 


To  the  Editor: 

Institutions,  like  all  living  things,  must  adapt 
to  and  cope  with  changing  needs,  or  perish. 
Historically  medical  societies,  be  they  local, 
state  or  national,  were  staid  clubs,  comfortable 
in  their  esteemed  image,  dedicated  to  pro- 
moting the  public  good  and  committed  to 
satisfying  the  educational  and  scientific  needs 
of  the  membership.  Since  there  were  no  major 
medical-political  or  medical-economic  issues, 
these  subjects  were  unmentionables  in  such 
clubs. 

The  AMA  nationally  was  one  of  the  first 
medical  societies  to  recognize  the  rapidly 
deteriorating  position  of  its  membership.  Of 
necessity  it  had  to  alter  its  posture  and  become 
aggressively  involved  in  the  ominous  political 


and  financial  strictures  being  forced  on  private 
practice.  The  medical  profession  looks  anx- 
iously to  the  leadership  role  of  the  AMA  in 
these  matters.  Indeed,  many  feel  that  the  AMA 
has  not  been  effective  enough  in  its  role  as 
political  and  economic  advocate  for  the 
medical  profession. 

The  RIMS  grudgingly  had  to  alter  its  own 
lofty  posture,  and  has  been  forced  by  new 
realities  to  embark  on  an  uncharted  course  in 
politics  and  medical  economics.  Up  to  the 
recent  past  we  were  poorly  prepared  to  cope 
with  these  new  challenges.  Who  among  us  has 
the  legal,  political,  and  economic  training  and 
background  to  cope  with  these  issues? 
Understandably  we  are  uncomfortable  and 
insecure  in  these  new  roles.  The  disastrous 
consequences  of  the  recent  malpractice  crisis 
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TAILORED 

CLOTHING 


(Available  only  ai  your  office  by  appointment) 

For  over  fifty  years  we  have  been  creating  the 

Finest  Custom  Tailored  Clothing  for  Gentlemen. 

Our  garments  are  hand  cut,  and  hand  crafted 
for  you  alone,  unlike  others  who  offer  variations 
of  Ready  Wear  and  call  it  Custom. 

Not  only  does  a perfectly  Tailored  and  Fitted 
Garment  enhance  your  appearance,  there  is  a 
world  of  difference  in  comfort  as  well. 

Our  array  of  fabrics  from  England,  France,  and 
Italy,  are  the  world's  finest. 

Now  is  the  time  to  order  your  Suits,  Sport  Coats, 
Slacks,  Topcoats,  etc. 

Our  services  are  available  at  your  office  only 
by  appointment. 

Why  not  Call  now,  it  will  improve  your  Fashion 
image  immeasurably! 

Charles  McCabe 

401-846-8348 
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Come  to 

North  Smithfield,  Rhode  Island 
Convenient  to 

Fogarty  and  Woonsocket  Hospitals 


Slatersville 
Medical  Centre 


Present  tenants  include: 

•PHARMACY 
•LABORATORY 
•RADIOLOGY  GROUP 
•PEDIATRICS  CENTER 


Call  767-3350  — Mr.  Dumais 


ALL  R.l.  M.D/S 

We  can  answer  these  questions  better: 

1.  How  can  I be  SURE  that  I am  getting  the  best 
QUALITY  of  DISABILITY  INSURANCE  — at  a 
reasonable  cost? 

2.  How  can  I be  SURE  that  my  LIFE  INSURANCE 
premiums  are  applied  to  my  greatest  advantage 
( net  after  ta«es)  ? 

3.  How  much  Is  ENOUGH  to  put  Into  tax-deferred 
RETIREMENT  PLANS? 

4.  How  can  I BUILD  WEALTH,  In  spite  of  INFLA- 
TION and  HIGH  TAXES? 

5.  How  can  I,  and  my  family,  be  SECURE,  financially. 
In  spite  of 

a. )  INCOME  and  DEATH  TAXES 

b. )  DISABILITY 

c. )  DEATH 

d. )  DEPRESSION 

e. )  devaluation? 

R.A.  DEROSIER  AGENCY 

FOURDEE  AGENCY,  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 

(N.A.S.D.  Broker/Dealer) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


and  the  more  recent  politically  mandated 
financial  strictures  on  private  practice  clearly 
illustrate  the  need  for  reform  and  reassessment 
of  our  responsibilities  to  our  constituency. 

It  would  seem  appropriate  then  for  the 
leadership  of  the  RIMS  to  redefine  its  role  in 
terms  of  current  needs.  The  issues  and 
challenges  of  today  are  far  different  from  those 
facing  the  Society  at  its  founding.  The 
necessity  of  addressing  this  fundamental 
premise  is  a pressing  issue.  The  practice  of 
medicine  as  we  know  it  in  Rhode  Island  is  at 
stake. 

The  time  has  come  to  embrace  formally  the 
role  of  political  and  economic  advocate  for  our 
membership  with  vigor  and  enthusiasm.  The 
RIMS  should  take  the  unequivocal  position 
that  it  will  strengthen  these  roles,  as  it  is  the 
only  viable  mechanism  for  the  membership  to 
protect  itself  from  the  ominous  constraints 
being  imposed  on  private  practice  in  Rhode 
Island. 

To  this  end,  I recommend  that  a blue  ribbon 
commission  be  established  to  reassess  the 
responsibility  of  the  Society  to  its  membership 
and  recommend  any  organizational  changes 
needed  to  meet  these  issues.  We  need  on  board 
legal,  political,  and  economic  consultants,  and 
should  consider  them  as  an  integral  part  of  a 
new  organizational  plan. 

Changes  and  additions  in  our  organization 
and  the  positive  programs  that  should  follow 
will  cause  a serious  financial  strain  on  our 
Society.  The  cost  of  this  updated  posture  will 
require  an  increase  in  dues  which  an 
enlightened  and  reassured  membership  will 
support.  Additionally,  there  is  no  doubt  that 
there  will  have  to  be  reallocation  of  available 
funds  based  on  these  overriding  priorities.  We 
no  longer  can  afford  the  luxury  of  being  all 
things  to  all  people  and  causes.  There  will  have 
to  be  painful  trade-offs.  These  hard  decisions 
must  be  made  in  the  light  of  the  new  mission 
which  has  been  thrust  upon  this  Society.  In  the 
final  analysis,  we  must  recognize  that  the 
increased  cost  is  miniscule  compared  with  the 
growing  financial  constraints  being  imposed 
on  us  under  our  existing  mode  of  operation. 

The  hour  is  late.  The  threats  are  multiplying, 
and  precious  little  time  is  left  to  make  a viable 
effort  not  only  to  preserve  the  practice  of 
medicine  in  Rhode  Island  as  we  know  it,  but  to 
promote  it. 

Erminio  Cardi,  M.  D. 
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46th  JOHN  F.  KENNEY  DAY 


Sponsored  by  the  Medical  Staff  Association 
Memorial  Hospital,  Pawtucket,  Rl 

Wednesday,  January  31,  1979 


MORNING  SESSION:  CLINICAL  PRESENTATIONS  BY  THE  STAFF  MEMBERS 

LUNCHEON 

AFTERNOON  SESSION:  THE  CORONARY  BYPASS  CONTROVERSY 


"The  Surgical  View"  by  Mortimer  J.  Buckley,  MD, 

Chief,  Cardiac  Surgical  Unit,  Massachusetts  General  Hospital; 

Professor  of  Surgery,  Harvard  Medical  School 

"The  Medical  View"  by  Henry  D.  McIntosh,  MD, 

Past  President,  American  College  of  Cardiology; 

Adjunct  Professor  of  Medicine,  Baylor  University; 

Clinical  Professor  of  Medicine,  University  of  Florida,  School  of  Medicine 


This  program  has  been  approved  for  5 hours  credit  by  the  American  Medical  Association,  Category  1. 


( 

Rhode  1 

Island 

Medical  Journal 

DECEMBER,  1978 


VOLUME  61,  No.  12 


EDITORIAL  STAFF 


Editor-in-Chief 
Managing  Editor 
Ass't  Managing  Editor 
Managing  Editor  Emeritus 


Seebert  J.  Goldowsky,  M.D, 
James  R,  Clarkin 
Karen  Challberg 
John  E.  Farrell,  Sc.D. 


EDITORIAL  BOARD 


Guy  A.  Settipane,  M D 
Stanley  M.  Aronson,  M.D. 

Bertram  H.  Buxton,  Jr.,  M.D. 

Robert  P.  Davis,  M.D, 

John  A.  Dillon,  M.D., 

Herbert  Fanger,  M.D, 

Paul  Calabresi,  M.D. 


Chairman 

Pierre  M.  Galletti,  M.D.,  Ph.D. 
Robert  V.  Lewis,  M.D. 

John  F.  W.  Gilman,  M.D. 

Peter  L.  Mathieu  M.D. 

Jay  M.  Orson,  M.D. 

Henry  T.  Randall,  M.D. 


TABLE  OF  CONTENTS 


INTERFACE  ^ RHODE  ISLAND  MEDICAL  SOCIETY:  THE  SOCIETY'S  PERSPECTIVE 


Joseph  E.  Coruolo,  MD  428 

THE  MEDICAL  SOCIETY  AND  STATE  GOVERNMENT 

Governor  J.  Joseph  Gorrohy 431 

THE  RHODE  ISLAND  DEPARTMENT  OF  HEALTH  — RELATIONS  WITH  THE 
MEDICAL  SOCIETY 

Joseph  E.  Cannon,  MD,  MPH 434 

THE  RHODE  ISLAND  COMMUNITY  OF  TEACHER-PHYSICIANS 

Stanley  M.  Aronson,  MD  439 

THE  BLUE  SHIELD  PLAN:  UNIQUE  PARTNERSHIP  BETWEEN  PHYSICIANS 

AND  THE  PUBLIC 

Douglas  J.  McIntosh 443 

THE  RHODE  ISLAND  VOLUNTARY  EFFORT 

Wade  C.  Johnson 446 

THE  RHODE  ISLAND  PROFESSIONAL  STANDARDS  REVIEW  ORGANIZATION  — 
ACHIEVEMENT  OF  A MEDICAL  CARE  REVIEW  SYSTEM 

Alton  M.  Pauli,  MD,  FACP 450 

SEARCH:  A REVIEW  OF  A JOINT  VENTURE 

James  P.  Cooney,  Jr.  PhD 454 

THE  RHODE  ISLAND  MEDICAL  SOCIETY  AND  THE  AMA 

Tom  Nesbitt,  MD 459 

EDITORIALS 

Interface:  RIMS 463 

Postsurgical  Decompression  and  Immediate  Elemental  Feeding  463 

GUEST  EDITORIAL 

The  Future  Shape  of  Health  Care 

Peter  F.  Drucker 465 

EDITOR'S  MAILBOX 

Maurice  W.  Laufer,  MD  (Tribute) 

Ronald  Jerome  Cavanagh,  MD 466 


RHODE  ISLAND  MEDICAL  JOURNAL  is  owned  and  published  monthly  by  the  Rhode  Island  Medical 
Society,  106  Francis  Street,  Providence,  Rhode  Island  02903.  Single  copies  $1.00  — Subscription  $5.00 
per  year  (Members  ot  the  K.  I.  Medical  Society,  $2.00  Annually).  Second  Class  postage  at  Providence, 
Rhode  Island.  Copyright,  The  Rhode  Island  Medical  Society  1978. 

NATIONAL  ADVERTISING  REPRESENTATIVE,  State  Medical  Advertising  Bureau,  Inc.,  711  South  Blvd., 
Oak  Park,  III.  60302  Ph:AC  3 1 2-383-8800. 


Continuing  Medical  Education  Calendar  of  Events 


prepared  by 
BROWN  UNIVERSITY 
Office  of  Continuing  Medicai  Education 

and 

RHODE  ISLAND  MEDICAL  SOCIETY 
Continuing  Medical  Education  Committee 

WINTER-SPRING,  1979 


A MESSAGE  TO  OUR  READERS: 

Once  again,  the  Rhode  Island  Medical  Society  and  the  Brown  University  Office  of  Continuing  Medical 
Education  would  like  to  thank  the  contributors  to  our  calendar  of  continuing  medical  education  events  and  to 
ask  now  that  attention  be  directed  to  planning  for  submission  of  activities  for  the  next  calendar.  Items  for 
publication  in  the  fall  calendar  (covering  activities  from  September  through  December,  1 979)  should  be  submitted 
by  July  15,  1979,  for  publication  in  the  August  issue  of  the  Rhode  Island  Medical  Journal.  A reminder  to  this 
effect  will  be  sent  in  late  spring  of  1979.  It  is  our  hope  to  have  ever  increasing  participation  in  the  calendar 
and,  therefore,  we  solicit  and  welcome  new  contributors. 

Inquiries  should  be  directed  to  Mrs.  Irene  Owens,  Brown  University  Office  of  Continuing  Education, 
863-3337. 

Those  interested  in  attending  any  of  the  below  listed  activities  should  check  with  the  contact  person  listed 
for  each  event.  Many  of  these  programs  were  scheduled  far  in  advance  and  it  is  prudent  to  verify  the 
information. 

Please  save  these  pages  for  future  reference. 


I.  SYMPOSIA,  COURSES,  AND  OTHER  SPECIAL  EVENTS 

BOARD  REVIEW  COURSE  IN  INTERNAL  MEDICINE  sponsored  by  the  Brown  University  Office  of  Continuing 
Medical  Education  and  the  Department  of  Medicine,  Rhode  Island  Hospital.  Course  will  be  held  weekly,  on 
Tuesdays,  January  9 through  June  26,  1979,  from  7:00  to  9:00  p.m.  in  the  George  Building  Auditorium,  Rhode 
Island  Hospital,  593  Eddy  St.,  Providence,  R.l.  Fee  is  $125  for  practicing  physicians  and  $75  for  residents.  Course 
schedule  is  as  follows: 

Tuesday,  January  9,  16,  and  23 

Gastroenterology — Jose  Behar,  MD,  Assistant  Professor  of  Medicine,  Brown  University;  Nicholas  R.  Califano, 
MD,  Clinical  Instructor  of  Medicine,  Brown  University;  and  Edward  A.  lannuccilli,  MD,  Clinical  Assistant 
Professor  of  Medicine,  Brown  University 

Tuesday,  January  30 

Infectious  Disease — Stephen  H.  Zinner,  MD,  Associate  Professor  of  Medicine,  Brown  University 
Tuesday,  February  6 

Infectious  Disease — Georges  Peter,  MD,  Associate  Professor  of  Pediatrics,  Brown  University 

Tuesday,  February  13 

Immunology — Joel  K.  Weltman,  MD,  PhD,  Associate  Professor  of  Medicine  (Research),  Brown  University 

Tuesday,  February  20 

Endocrinology — Milton  W.  Hamolsky,  MD,  Professor  of  Medicine,  Brown  University 


Tuesday,  February  27 

Endocrinology — Joseph  R.  Tucci,  MD,  Associate  Professor  of  Medicine,  Brown  University 
Tuesday,  March  6 

Endocrinology  (7-8  p.m.) — Charles  B.  Kahn,  MD,  Clinical  Assistant  Professor  of  Medicine,  Brown  University 
Pulmonory  (8-9  p.m.) — Sidney  S.  Braham,  MD,  Assistant  Professor  of  Medicine,  Brown  University;  William  M. 
Corrao,  MD,  Assistant  Professor  of  Medicine,  Brown  University 

Tuesday,  March  13  and  20 

Pulmonary — Doctors  Braman  and  Corrao 

Tuesday,  March  27,  April  3 and  10 

Cardiology — Albert  S.  Most,  MD,  Associate  Professor  of  Medicine,  Brown  University;  David  O.  Williams,  MD, 
Assistant  Professor  of  Medicine,  Brown  University 

Tuesday,  April  17  and  24 

Renal — J.  Gary  Abuelo,  MD,  Assistant  Professor  of  Medicine,  Brown  University;  Serafino  Garella,  MD,  Asso- 
ciate Professor  of  Medicine,  Brown  University;  Sewell  I.  Kahn,  MD,  Assistant  Professor  of  Medicine,  Brown 
University 

Tuesday,  May  1,  8,  and  15 

Hematology — Maurice  M.  Albala,  MD,  Associate  Professor  of  Medicine,  Brown  University;  James  P.  Crowley, 
MD,  Assistant  Professor  of  Medicine,  Brown  University 

Tuesday,  May  22 

Oncology — Francis  J.  Cummings,  MD,  Assistant  Professor  of  Medicine,  Brown  University 

Tuesday,  May  29  and  June  5 

Neurology — Pasquale  F.  Finelli,  MD,  Assistant  Professor  of  Medicine,  Brown  University;  Thomas  F.  Morgan, 
MD,  Clinical  Assistant  Professor  of  Medicine,  Brown  University 

Tuesday,  June  12  and  19 

Rheumatology — Stephen  R.  Kaplan,  MD,  Associate  Professor  of  Medicine,  Brown  University 

Tuesday,  June  26 

Dermatology — Joseph  C.  Alper,  MD,  Assistant  Professor  of  Medicine,  Brown  University 
Contact;  Irene  Owens,  863-3337  Credit:  2 hours  Category  1 per  session 


SEMINAR— "GENITOURINARY  DISORDERS  " presented  by  the  Rhode  Island  Society  of  Osteopathic  Physicians 
and  Surgeons  on  Saturday,  January  27,  1979  at  8:00  a.m.  at  Valle's  at  the  Airport.  Lectures  will  be:  "Urologic 
Oncology"  by  V.  Rege,  MD;  "The  Enlarged  Prostate — A Surgeon's  Approach"  by  John  F.  Maynard,  MD;  "An 
Approach  to  the  Patient  in  Renal  Failure"  by  Joseph  Pitone,  DO;  "Renal  Imaging"  by  James  P.  Osmanski,  DO; 
and  "Renal  Calculi — Medical  and  Surgical  Approach"  by  Stuart  A.  Brodsky,  DO.  Pre-registration  fee  is  $25.00 
and  fee  for  registration  on  the  day  of  the  seminar  is  $35.00  (both  include  lunch). 

Contact:  Doctor  Osmanski,  461-5400,  Ext.  27  or  33 

Note:  Future  programs  sponsored  by  the  Rhode  Island  Society  of  Osteopathic  Physicians  and  Surgeons: 
March,  1979,  "Rheumatology" 

May,  1979,  "Human  Sexuality" 

COURSE— SELECTED  TOPICS  IN  INTERNAL  MEDICINE  AND  FAMILY  PRACTICE  sponsored  by  The  Memorial 
Hospital  under  the  supervision  of  Robert  P.  McCombs,  MD,  Director,  Continuing  Medical  Education.  Course  is 
held  on  Monday  evenings,  7:30  to  9:00  p.m.  to  May  21,  1979,  in  the  Nurses'  Auditorium.  Physicians  may  register 
for  individual  sessions  upon  payment  of  $10.00  at  the  door  (residents  and  students  $5.00). 

February  26 

"Seizure  Disorders"  by  Bruce  Ehrenberg,  MD,  Director,  Clinical  Neurophysiology  Laboratory  (EEG  & EMG), 
N.E.  Medical  Center 

March  5 

"Headaches"  by  John  R.  Hills,  MD,  Neurologist,  New  England  Medical  Center  Hospital;  Associate  Professor, 
Tufts  University 


March  12 

"Parkinsonism  and  other  Movement  Disorders"  by  John  H.  Crowdon,  MD,  Neurologist,  New  England  Medical 
Center  Hospital;  Assistant  Professor,  Tufts  University 

March  19 

"Neuropathies  and  Myopathies"  by  Walter  G.  Bradley,  MD,  Professor  of  Neurology;  Vice  Chairman,  Depart- 
ment of  Neurology,  Tufts  New  England  Medical  Center 

March  26 

"Alcoholic  Neurological  Diseases"  and  "What  to  do  with  a Stroke  Patient  at  Home  and  in  Community 
Hospitals"  by  Raymond  Adams,  MD,  Senior  Consultant  in  Neurology,  Massachusetts  General  Hospital;  Bullard 
Professor  of  Neuropathology  Emeritus,  Harvard  Medical  School 

April  2 

"Sex  Counselling  in  Office  Practice"  by  James  Prochaska,  PhD,  Consultant,  Child  and  Family  Service, 
Newport,  R.l.  and  Janice  Prochaska,  ACSW,  Director  of  Professional  Services,  Child  and  Family  Services, 
Newport,  R.l. 

April  9 

"Behavior  Problems  in  Children"  by  Louis  I.  Hochheiser,  MD,  Physician-in-Chief,  Family  Medicine,  The 
Memorial  Hospital;  Associate  Professor  and  Chairman,  Section  of  Family  Medicine,  Brown  University 

April  16 

"Eye  Problems — When  to  Treat?"  and  "Intraocular  Lenses"  by  Jules  Baum,  MD,  Senior  Surgeon,  New 
England  Medical  Center  Hospital;  Professor  of  Ophthalmology,  Tufts  University  School  of  Medicine 

April  23 

"Management  of  Sexual  Assault  Victifn"  by  John  Evrard,  MD,  Associate  Director  of  Community  Reproductive 
Health  Services,  Women  and  Infants  Hospital;  Associate  Professor  of  Reproductive  and  Developmental 
Medicine  (Ob/Gyn),  Brown  University  (at  7:30)  and  "Rehabilitation  of  the  Alcoholic"  by  David  C.  Lewis,  MD, 
Director,  Division  of  Alcoholism  and  Substances  Abuse,  Roger  Williams  General  Hospital;  Associate  Professor 
of  Medicine,  Brown  University  (at  8:30) 

April  30 

"Bronchial  Asthma:  Causes"  by  John  L.  Ohman,  MD,  Clinical  Assistant  Professor  of  Medicine,  Massachusetts 
General  Hospital;  Clinical  Instructor  of  Medicine,  Harvard  Medical  School;  Associate  in  Medicine,  Tufts  N.E. 
Medical  Center  (at  7:30)  and  "Myths  Regarding  its  Treatment"  by  Robert  P.  McCombs,  MD,  Professor  of 
Medicine  Emeritus,  Tufts  University  School  of  Medicine;  Lecturer  in  Medicine,  Brown  University  (at  8:30) 

May  7 

"Immunotherapy,  Drug  Allergy,  Insect  Allergy,  and  other  Allergies"  by  Robert  P.  McCombs,  MD,  and 
John  L.  Ohman,  MD 

May  1 4 

"Advances  in  Dermatology  of  Importance  to  Practitioners"  by  Charles  McDonald,  MD,  Head,  Division  of 
Dermatology,  Roger  Williams  General  Hospital;  Professor  and  Head  of  Subsection  of  Dermatology,  Brown 
University 

May  21 

"Recent  Advances  for  Orthopedics"  by  James  H.  Herndon,  MD,  Chief  of  Orthopedic  Surgery,  Rhode  Island 
Hospital;  Professor  of  Surgery,  Brown  University 

Contact:  Libby  Bray,  722-6000,  Ext.  2142  Credit:  1 V2  hours  Category  1 per  session 

1 V2  hours  AAFP 


THE  FIFTEENTH  ANNUAL  DENTISTRY/MEDICINE  INTERFACE  SYMPOSIUM  sponsored  by  the  Brown  University 
Program  in  Medicine  and  the  American  Academy  of  Oral  Medicine  to  be  held  on  Saturday,  April  28,  1979, 
from  1-5  p.m.  and  Sunday,  April  29,  from  9 a.m.  to  12  noon,  in  Ress  Auditorium,  Barus  & Holley  Building, 
George  and  Hope  Streets,  Providence,  R.l.  The  1979  Symposium,  offering  newer  concepts  in  oral  pathology 
and  therapy  for  interested  dentists,  physicians,  and  allied  health  professional  personnel,  will  focus  on  "The 
Management  of  Oral  and  Facial  Pain."  Call  for  further  information. 


Contact:  Irene  Owens,  863-3337 


Credit:  Category  1 PRA,  AGD,  and  ADA 
being  applied  for 


EIGHTH  ANNUAL  ROBERT  H.  WHITMARSH  ORATION  presented  by  the  Department  of  Surgery,  Roger 
Williams  General  Hospital,  to  be  held  daily  from  9:00  to  11:00  a.m.  on  May  9 and  10,  1979,  at  the  Marriott 
Inn,  Providence,  R.l.  Lecturers  will  be:  Paul  Jordan,  Jr.,  MD,  Baylor  University;  Michael  Turner,  MD,  Chief, 
Medical  Service,  Providence  VA  Hospital  and  Professor  of  Medicine,  Brown  University;  John  Braasch,  MD, 
Lahey  Clinic,  Boston,  Massachusetts.  Call  for  further  information. 

Contact:  Debbi  Fogarty,  456-2034  Credit:  4 hours  Category  1 

SECOND  ANNUAL  ALDEN  H.  BLACKMAN  MEMORIAL  LECTURE  presented  by  the  Department  of  Medicine, 
Roger  Williams  General  Hospital,  to  be  held  in  the  last  week  of  May,  1979,  in  Kay  Auditorium  at  the  Hospital. 
Speaker  will  be:  Marvin  H.  Sleisenger,  MD,  Professor  of  Medicine  and  Chairman,  Department  of  Medicine, 
University  of  California  School  of  Medicine,  San  Francisco,  California.  Please  call  for  exact  date,  time,  and 
topic.  No  fee. 

Contact:  Debbi  Fogarty,  456-2034  Credit:  1 hour  Category  1 


PHYSICIANS'  FORUM  sponsored  by  the  New  England  Institute  of  Alcohol  Studies  in  conjunction  with  their 
School  of  Alcohol  Studies  which  is  held  annually  on  a college  campus  and  is  designed  to  provide  an  overview 
of  basic  problems  related  to  alcohol,  alcoholism,  and  substance  abuse.  Both  the  School  and  the  Physicians' 
Forum  will  be  held  this  year  on  the  campus  of  Roger  Williams  College,  Bristol,  R.I.;  the  School  from  June  17 
through  22,  1979,  and  the  Physicians'  Forum  from  9 a.m.  to  6 p.m.  on  June  20,  1979.  Please  call  for  further 
information. 

Contact:  Jan  Swift  Durand,  (203)  669-8793  Credit:  Category  1 credit  for  Physicians'  Forum 

or  Irene  Owens,  863-3337  being  applied  for 

COURSE— "MENTAL  ILLNESS  AND  PSYCHOTROPIC  MEDICATION"  sponsored  by  the  Institute  of  Mental 
Health,  Department  of  Mental  Health,  Retardation  and  Haspitals  and  Brown  University.  Lectures  are  held 
Thursdays  from  2:30  p.m.  to  4:00  p.m.,  at  the  Institute  of  Mental  Health,  A-Building,  Library  Lecture  Room. 
The  course,  which  began  in  September  1978,  continues  through  May  9 1979. 


Contact:  Doctor  M.  Bauermeister,  464-2451 


Credit:  1 V2  hours  Category  1 per  lecture 


II.  REGULARLY  SCHEDULED  HOSPITAL  PROGRAMS 


CRANSTON  GENERAL  HOSPITAL  regularly  scheduled  programs  held  in  the  Hospital  Auditorium.  Schedule  as 
follows: 

1st  Monday,  Internal  Medicine  Department  presents  lectures  and  clinical  review  at  11:30  a.m.  (lunch) 
2nd  Monday,  Oncology  Department  presents  lectures  and  clinical  review  at  11:30  a.m.  (lunch) 

3rd  Monday,  Surgery  Department  presents  lectures  and  clinical  review  at  11:30  a.m.  (lunch) 

4fh  Monday,  Multidisciplinary — C.P.C.,  case  presentations  at  11:30  a.m.  (lunch) 

1st  and  3rd  Tuesdays,  Electrocardiogram  Course  presented  by  Internal  Medicine  Department,  J.  W.  Abar,  DO, 
at  11:00  a.m. 

1st  and  4th  Wednesdays  at  11:00  a.m.  and  3rd  Wednesday  at  12:00  noon.  Radiology  Conferences  presented 
by  Earl  Travis  and  James  Osmanski,  DO 

1st  Thursday,  Osteopathic  Principles  and  Practice  at  11:00  a m. 

Contact:  Doctor  Alexander,  461-5400 

GENERAL  HOSPITAL,  RHODE  ISLAND  MEDICAL  CENTER 

Clinical  and  Pathological  Laboratory  Conferences.  Sessions  are  held  on  the  last  Wednesday  of  the  month 
at  1:30  p.m.  in  the  Mathias  Laboratory  Classroom.  Schedule  as  follows:  January  31,  February  28,  March  28, 
April  25,  May  30 

Contact:  Doctor  Hassid,  464-3493  Credit:  1 hour  Category  1 

Clinical  Pathological  Conferences  (Case  Presentations).  Sessions  are  held  monthly  on  Thursdays  at  1:30  p.m. 
in  the  Mathias  Laboratory  Classroom.  Moderators  are  Samuel  Hassid,  MD,  Clinical  Director  and  S.  Pogacar, 
MD,  Clinical  Director,  Neuropathology.  Dates  are  as  follows:  January  18,  February  15,  March  15,  April  12, 
May  17,  June  14.  Discussant  on  Thursday,  May  17,  will  be  Maurice  M.  Albala,  MD,  Associate  Professor  of 
Medicine,  Brown  University 

Contact:  Doctor  Hassid,  464-3493  Credit:  1 V2  hours  Category  1 


KENT  COUNTY  HOSPITAL  Medical  Education  Conferences.  Sessions  are  held  on  Fridays  at  11:30  a.m.  in  the 
Doctors  Auditorium.  Schedule  is  as  follows: 

January  12 

"Respiratory  Failure,  Recognition  and  Management"  by  Robert  Baute  and  J.  Padayhag,  MD,  Department  of 
Internal  Medicine,  KCMH 

January  19 

"Breast  Exam"  by  Wendy  Logan,  MD,  Department  of  Radiology,  KCMH 

January  26 

"Blood  Components — Use — The  Control  Blood  Bank"  by  Roland  A.  Yankee,  MD,  Centralized  Blood  Bank  of  R.l. 

February  2 

"Cardiac  Imaging"  by  Thomas  Hunt,  MD,  Department  of  Radiology  and  Nuclear  Medicine,  KCMH 

February  9 

"Selecting  an  Antibiotic — Different  Strokes  for  Different  Folks"  by  David  Lowe,  MD 
Departments  of  Internal  Medicine  and  Infectious  Diseases,  KCMH  and  RWGH 

February  1 6 

"Diabetes  Mellitus."  Lecturer  to  be  announced. 

March  2 

"Intensive  Care  of  the  Newborn"  by  William  Oh,  MD,  Department  of  Pediatrics,  WIH;  Professor  of  Pediatrics, 
Brown  University 


March  9 

"Why  Look  at  the  Fundus?”  by  T.  Coghlin,  MD,  Department  of  Ophthalmology,  KCMH 
March  16 

"Caesarian  Section,  Indications  Today  and  Fetal  Monitoring”  by  L.  Brown,  MD,  Chief,  and  S.  Davies,  MD, 
Prev.  Chief,  Department  of  Ob/Gyn,  KCMH 

March  24 

"Cystadenoma  of  the  Pancreas — Ten  Years  after  Diagnosis"  by  R.  Corrente,  MD,  Chief  of  Surgery, 
Department  of  Surgery,  KCMH 

March  30 

"As  it  Happened  Series,”  panel  discussion 

April  6 

"Ultrasound  at  KCMH"  by  S.  Burns  and  G.  Newstead,  MD,  Department  of  Radiology,  KCMH 
April  27 

"Systemic  Vasculitides"  by  O.  Gilman,  MD,  Department  of  Internal  Medicine,  KCMH 

May  4 

"Epidemiology  in  R.l."  by  G.  Faich,  MD,  MPH,  RISH;  Chief  of  Epidemiology,  Clinical  Assistant 
Professor  of  Medicine  and  Community  Health,  Brown  University 

May  1 J 

"Colonoscope  and  other  Invasive  Gl  Procedures — Indications/ value"  by  R.  Coli,  MD,  Department  of  Gastro- 
enterology, KCMH  and  Clinical  Instructor  in  Medicine,  Brown  University;  A.  Hadamard,  MD,  Department  of 
Gastroenterology,  KCMH  and  Clinical  Instructor  in  Medicine,  Brown  University;  J.  Walsh,  MD,  Department  of 
Gastroenterology,  KCMH 

May  18 

"Swanz-Ganz  Cardiac  Output  in  AMI"  by  R.  Salseider,  MD,  Departments  of  Internal  Medicine  and 
Cardiology,  KCMH,  RWGH 

May  25 

"Principles  of  Clinical  Decision-making — Influence  on  Quality  and  Cost."  Conductor  to  be  determined 

June  1 

"Pacemaker  Use,  Pacemaker  Patients"  by  F.  Balasco,  MD,  Departments  of  Internal  Medicine  and  Cardiology, 
KCMH 

June  8 

"Dermatologic  Manifestations  of  Systemic  Disease"  by  L.  Aaronson,  MD,  Departments  of  Internal  Medicine 
and  Dermatology,  KCMH 

June  15 

"Leukemia  Updates  Recognition — Management,  Expectations”  by  B.  Rauth,  MD,  Departments  of  Internal 
Medicine,  Hematology,  KCMH 

June  22 

"The  Jaundiced  Patient — Appropriate  Investigation  and  Management"  by  R.  Coli,  MD,  Department  of 
Internal  Medicine  and  D.  Reardon,  MD,  Department  of  Surgery,  KCMH 

June  29 

"CPC — Surgery”  by  J.  Hansagi,  MD,  Chief  of  Pathology,  KCMH 
Contact:  Doctor  Lamb,  737-7000  Ext.  304  Credit:  1 hour  Category  1 per  session 


THE  MIRIAM  HOSPITAL  Medical  Grand  Rounds  Schedule.  All  sessions  will  be  held  in  Sopkin  Auditorium, 
Thursdays  at  11:30  a.m.  with  the  exception  of  Wednesday,  January  17  and  Thursday,  February  8,  both  at  12 
noon.  Schedule  is  as  follows: 

January  1 1 

Hyporenisemic-Hypoaldosteronism"  by  Hugh  Carroll,  MD,  Professor  of  Medicine,  State  University  of  New 
York,  Downstate  Medical  Center 


January  17  (Wednesday,  12  noon) 

"Diagnosis  and  Thrombolytic  Therapy  of  Pulmonary  Embolism"  by  Arthur  A.  Sasahara,  MD,  Chief,  Medical 
Service,  VA  Administration  Hospital  of  West  Roxbury,  MA,  and  Professor  of  Medicine,  Harvard  Medical  School 

January  25 

"Approaches  to  the  Study  of  Human  Tumor  Antigens  by  Monoclonal  Antibodies  produced  by  Culture"  by 
Hilary  Koprowski,  MD,  Director  of  Wistar  Institute,  Wistar  Professor  of  Experimental  Medicine,  University  of 
Pennsylvania  College  of  Medicine 

February  8 (12  noon) 

"Clinical  Trials — Lung  Cancer"  by  Leo  Stolbach,  MD,  Chief  of  Medicine,  Pondville  Hospital,  Walpole,  MA 

February  22 

Topic  to  be  announced.  Lecturer  is  Edward  Holmes,  MD,  Department  of  Rheumatology,  Duke  University  School 
of  Medicine,  Durham,  NC 

March  8 

Topic  to  be  announced.  Lecturer  is  Lionel  Mailloux,  MD,  Department  of  Nephrology,  Cornell  University 
Medical  College;  Department  of  Nephrology,  North  Shore  University  Hospital 

March  22 

Topic  to  be  announced.  Lecturer  is  Richard  Levere,  MD,  Chairman,  Department  of  Medicine,  New  York 
Medical  College 

April  26 

"Glucagon — Is  it  Diabetogenic?"  by  Lillian  Recant,  MD,  Georgetown  University,  Department  of  Endocrinology 

June  14 

Topic  to  be  announced.  Lecturer  is  Ralph  Snyderman,  MD,  Chairman,  Department  of  Rheumatic  and  Genetic 
Diseases,  Duke  University  School  of  Medicine 

Contact:  Doctor  Lichtman,  274-3700,  Ext.  447  Credit:  1 hour  Category  1 per  lecture 


NAVAL  REGIONAL  MEDICAL  CENTER — BROWN  UNIVERSITY  Lecture  Series.  Sessions  are  held  on  the  second 
Wednesday  of  each  month  from  3:00  to  5:00  p.m.  Schedule  is  as  follows: 

January  10 

"Recent  Advances  in  Endocrinology"  by  Milton  W.  Hamolsky,  MD,  Professor  of  Medicine,  Brown  University 

February  14 

"Metabolic  Acidosis"  by  Serafino  Garella,  MD,  Associate  Professor  of  Medicine,  Brown  University 

March  14 

"Cardiac  Intensive  Care  Medicine"  by  Robert  J.  Capone,  MD,  Assistant  Professor  of  Medicine,  Brown 
University 

Contact:  Mrs.  Sheila  Leonard,  841-3352  Credit:  2 hours  Category  1 per  lecture 


NEWPORT  HOSPITAL  Medical  Education  Lectures  are  held  on  Tuesdays  from  7:30  to  9:30  p.m.  in  the  A-V  Room. 
The  schedule  is  as  follows: 

January  23 

"Indications  for  Temporary  Pacemakers"  and  "Update  on  Coronary  Bypass  Surgery"  by  John  S.  Banas,  Jr., 
MD,  Director,  Cardiovascular  Laboratory,  Tufts  New  England  Medical  Center  Hospital;  Associate  Professor 
of  Medicine,  Tufts  University  School  of  Medicine 

March  6 

"Current  Status  and  Complications  of  Open  Heart  and  Coronary  Artery  Surgery"  by  Philip  D.  Allmendinger, 
MD,  Member,  Open  Heart  Cardiovascular  Surgery  Team,  Hartford  Hospital,  Hartford,  CT.;  former 
Denton  Cooley  Open  Heart  Surgery  Team;  Clinical  Associate  Professor  of  Surgery,  University  of  Connecticut 
Medical  School 

April  28 

"Clinical  use  of  Beta  Block  Agents"  and  "Clinical  Hemodynamics  in  Surgical  Patients  with  Heart  Disease"  by 
Sidney  Alexander,  MD,  Head,  Cardiovascular  Section,  Lahey  Clinic.  Boston,  MA:  Associate  Professor  of 
Medicine,  Harvard  Medical  School 


Contact:  Elizabeth  Cranston,  846-6400,  Ext.  445 


Credit:  2 hours  Category  1 per  lecture 


RHODE  ISLAND  HOSPITAL 

Basic  Science  Lecture  Series  presented  by  the  Department  of  Orthopaedic  Surgery  and  Fractures  with  the 
cooperation  of  the  Department  of  Pathology.  Sessions  are  held  on  Wednesdays  at  1:00  p.m.  in  the  7th  floor 
conference  room,  APC  Building.  Schedule  is  os  follows: 

January  10 

"Management  of  Chronic  Arthropathies"  by  Joseph  Lombordozzi,  Jr.,  MD,  Clinical  Assistant  Professor  of 
Medicine,  Brown  University;  Medical  Staff,  RIH 

January  17 

"Vascular  Problems  of  the  Lower  Extremity"  by  Warren  Francis,  MD,  Surgical  Staff,  RIH 
January  24 

"Joint  Motion  and  Lubrication"  by  Rosario  Tomaselli,  MD,  Orthopaedic  Staff,  RIH 
January  31 

"Orthopaedic  Neurology"  by  Michael  Faella,  MD,  Department  of  Neurology,  Kent  County  Hospital 

February  7 

"Electromyography"  by  Henri  L.  Pache,  MD,  Department  of  Rehabilitation  Medicine,  RIH 

February  14 

"Local  and  Nerve  Block  Anesthesia  in  Orthopaedics"  by  Lawrence  Colasanto,  MD,  Department  of  Anesthesia, 
RIH 

February  28 

"Genetic  Disorders"  by  Siegfried  Pueschel,  MD,  Associate  Professor  of  Pediatrics,  Brown  University;  Director 
Child  Development  Center,  RIH 

March  7 

"Hand  Surgery"  by  Stephen  J.  Kamionek,  MD,  Clinical  Instructor  of  Medicine,  Brown  University;  Orthopaedic 
Staff,  RIH 

March  14 

"Septic  Shock"  by  George  H.  A.  Clowes,  Jr.,  MD,  Lecturer  in  Surgery,  Brown  University;  Director,  Surgical 
Research,  RIH 

March  21 

"Radiotherapy  of  Malignant  Soft  Tissue  and  Bone  Tumors"  by  Banice  Webber,  MD,  Associate  Professor  of 
Radiation  Medicine,  Brown  University;  Radiotherapy  Department  Staff,  RIH 

March  28 

"Endocrine  Aspects  of  Metabolic  Disease"  by  Milton  W.  Hamolsky,  MD,  Professor  of  Medicine,  Brown 
University;  Physician-in-Chief,  RIH 

Contact:  Ms.  Celia  Almonte,  277-5015  Credit:  1 hour  Category  1 per  lecture 

Clinical  Cardiology  Conference  underthe  direction  of  Albert  Most,  MD,  Physician-in-Charge,  Division  of  Cardiology. 
Sessions  are  held  on  the  first  and  third  Friday  of  the  month  from  1 2:00  noon  to  1 :00  p.m.  in  Room  155,  APC  Building, 
Rhode  Island  Hospital.  Schedule  is  as  follows: 

January  5 

Case  discussion  by  Henry  Gewirtz,  MD 

January  19 

Case  discussion  by  David  O.  Williams,  MD 

February  2 

Case  discussion  by  Albert  S.  Most,  MD 

February  16 

Case  discussion  by  Robert  J.  Capone,  MD 

March  2 

"What  a Marathoner  can  teach  a Cardiologist"  by  Paul  Thompson,  MD 

March  23 

Case  discussion  by  Henry  Gewirtz,  MD 


April  6 

Case  discussion  by  Raymon  Riley,  MD 

April  20 

"A  Review  and  Update  on  ASH"  by  Richard  Shulman,  MD 

May  4 

Case  discussion  by  David  O.  Williams,  MD 

May  1 8 

Case  discussion  by  Robert  J.  Capone,  MD 

June  1 

"Lipids  for  the  Cardiologist"  by  Peter  Herbert,  MD 

June  16 

Case  discussion  by  C.  Georas,  MD  and  Albert  S.  Most,  MD 
Contact:  Doctor  Most,  277-5891  Credit:  1 hour  Category  1 per  session 

Pediatric  Grand  Rounds  sponsored  by  the  Department  of  Pediatrics,  Rhode  Island  Hospital.  Sessions  are  held  on 
Fridays  from  10:30  a.m.  to  12:00  noon,  in  George  Auditorium,  Rhode  Island  Hospital.  Schedule  is  as  follows: 

January  19 

"Hemophilia"  by  Peter  H.  Levine,  MD,  Professor  of  Medicine,  University  of  Massachusetts  Medical  School; 
Chief  of  Medicine,  Memorial  Hospital,  Worcester,  MA 

February  9 

"The  Epidemiology  and  Natural  History  of  Otitis  Media,  by  Jerry  Klein,  MD,  Professor  of  Pediatrics,  Boston 
University  School  of  Medicine;  Associate  Director,  Department  of  Pediatrics,  Boston  City  Hospital 

February  23 

"Chronic  Granulomatous  Disease"  by  Paul  G.  Quie,  MD,  Professor  of  Pediatrics  and  Microbiology, 
University  of  Minnesota  Medical  School;  American  Legion  Heart  Research  Professor. 

March  23 

"Pseudo-seizures  and  other  Variants"  by  Michael  Bresnan,  MD,  Assistant  Professor  of  Neurology,  Children's 
Hospital  Medical  Center,  Boston,  MA  and  Harvard  Medical  School;  Associate  in  Neurology,  Children's 
Hospital 

April  20 

"Genetic  Diseases  Among  North  African  Jews"  by  Shimon  Moses,  MD,  Professor  and  Chairman,  Department 
of  Pediatrics,  Faculty  of  Health  Sciences,  David  Ben  Gurion  University  of  the  Nagev 

April  27 

"Planning  the  Care  of  Children  with  the  Mucopaly  Sarcharidoses"  by  Allen  C.  Crocker,  MD,  Director, 
Developmental  Evaluation  Clinic,  Children's  Hospital  Medical  Center,  Boston,  MA;  Associate  Professor  of 
Pediatrics,  Harvard  Medical  School 

May  1 8 

"The  Role  of  Mycoplasmas  as  Causes  of  Human  Disease"  by  Floyd  W.  Denny,  MD,  Professor  and  Chairman, 
Department  of  Pediatrics,  University  of  North  Carolina  at  Chapel  Hill 

May  25 

"Febrile  Seizures"  by  Arnold  Gold,  MD,  Professor  of  Clinical  Neurology;  Professor  of  Clinical  Pediatrics; 
Acting  Director,  Division  of  Pediatric  Neurology,  College  of  Physicians  and  Surgeons  of  Columbia  University 

Contact:  Doctor  Forman,  277-5171  Credit:  1 '/z  hours  Category  1 each  session 

ROGER  WILLIAMS  GENERAL  HOSPITAL 

Special  Rheumatology  Conference  presented  by  Division  of  Rheumatology,  Stephen  R.  Kaplan,  MD, 
Director.  Sessions  will  be  held  in  the  Greene  Lounge  at  1:30  p.m.  Schedule  is  as  follows: 

Wednesday,  January  24 

"Gold  Dermatitis"  by  Joseph  Alper,  MD,  Assistant  Professor  of  Medicine,  Brown  University 


Wednesday,  February  7 

"Immunofluorescence  Techniques"  by  Hendrik  Bogaars,  MD,  Assistant  Professor  of  Pathology  and  Laboratory 
Medicine,  Brown  University 

Wednesday,  March  7 

"Cellular  Hypersensitivity"  by  Gloria  Heppner,  PhD,  Associate  Professor  of  Pathology  and  Laboratory 
Medicine,  Brown  University 

Wednesday,  March  21 

"Arthropathies  of  Endocrine  Disease"  by  Raymond  Partridge,  MD,  Tufts  University 

Medical  Grand  Rounds  presented  by  the  Department  of  Medicice.  Sessions  are  held  every  Tuesday  at  1 1:00 
a.m.  in  Kay  Auditorium.  Schedule  is  as  follows: 

January  2 

"Immunology  of  Lung  Cancer"  by  Allan  D.  Erickson,  MD,  Assistant  Professor  of  Medicine,  Brown  University 
January  23 

"Meningitis"  by  Georges  Peter,  MD,  Associate  Professor  of  Pediatrics,  Brown  University 

January  30 

"Vasculitis"  by  John  Mills,  MD,  Massachusetts  General  Hospital 

February  6 (may  be  postponed  to  2/13) 

"Metabolic  Bone  Disease"  by  Steven  Krane,  MD,  Massachusetts  General  Hospital 

March  6 

"Lyme  Arthritis"  by  Allan  Steere,  MD,  Yale  University 

March  13 

"Prostaglandins"  by  Robert  Zurier,  MD,  University  of  Connecticut 

April  24 

Topic  to  be  decided.  Lecturer  will  be  Vincent  Agnello,  MD,  Tufts  University 

May  1 

Topic  to  be  decided.  Lecturer  will  be  Gerald  Mandel,  MD,  University  of  Virginia 

Physician-in-Chief's  Rounds  Presented  by  the  Department  of  Medicine.  Sessions  are  held  every  Thursday  at 
11:00  a.m.  in  Kay  Auditorium 

Clincopathlogic  Conference  presented  by  the  Department  of  Pathology,  Israel  Diamond,  MD,  Chairman. 
Sessions  are  held  every  third  Thursday  of  the  month  at  11:00  a.m.  in  Kay  Auditorium 

Clinical  Pharmacology  Conference  presented  by  the  Department  of  Medicine,  Division  of  Clinical  Pharma- 
cology, David  C.  Lewis,  Head.  Sessions  are  held  the  third  Thursday  of  each  month  at  12:30  p.m.  in  the 
Greene  Lounge 

Contact:  Mrs.  Carol  Holscher,  456-2350  Credit:  1 hour  Category  1 per  session 

Combined  Pediatric  Teaching  Rounds  presented  by  the  Department  of  Pediatrics,  Mary  Arnold,  MD, 
Chairman.  Sessions  are  held  monthly  on  Fridays  from  January  through  June  from  10:30  a.m.  to  12:00  noon  in 
Kay  Auditorium 

January  12 

"When  to  do  IVPs  in  Children"  by  Robert  L.  Lebowitz,  MD,  Assistant  Professor,  Department  of  Radiology  and 
Urology,  Children's  Hospital  Center,  Boston,  MA 

February  16 

"Drug  Treatment  of  Apnea"  by  Lester  F.  Soyka,  MD,  Professor  of  Pharmacology  and  Pediatrics,  University 
of  Vermont 

March  16 

"Steroid  Therapy  and  Epinephrine"  by  Mary  L.  Voorhess,  MD,  Professor  of  Pediatrics,  State  University  of 
New  York 

April  13 

"The  Role  of  Vitamin  E in  Infant  Nutrition"  by  Frank  A.  Oski,  MD,  Professor  and  Chairman,  Department  of 
Pediatrics,  State  University  Hospital,  Upstate  Medical  Center,  Syracuse,  NY 


May  1 1 

"Nonepileptiform  Paroxysmal  Disorders  of  Childhood"  by  Abe  M.  Chutorian,  MD,  Professor  of  Clinical 
Neurology  and  Pediatrics,  Columbia  University  College  of  Physicians  and  Surgeons 

June  15 

"Prenatal  Diagnosis"  by  Kurt  Hirschhorn,  MD,  Mount  Sinai  School  of  Medicine 
Contact:  Mrs.  Carol  Holscher,  456-2350  Credit:  1 Vi  hours  Category  1 per  session 

SOUTH  COUNTY  HOSPITAL  Tufts  University  School  of  Medicine  Lecture  Series.  Sessions  are  held  on  the  1st 
Friday  of  alternating  months  from  10:00  a.m.  to  12:00  noon  in  the  Borda  Wing  Classroom.  Schedule  is  as 
follows: 

January  5 

"The  Newer  Antibiotics"  by  Richard  Gleckman,  MD,  Associate  Professor  of  Medicine 

March  2 

"Inhalation  Therapy — Indications  and  Contra-indications"  by  L.  Jack  Paling,  MD,  Assistant  Professor  of 
Medicine 

May  4 

"Diabetes  Mellitus — Current  Concepts"  by  Marvin  Mitchell,  MD,  Associate  Professor  of  Medicine 

July  6 

"Uncommon  Causes  of  Cirrhosis"  by  Marshall  Kaplan,  MD,  Professor  of  Medicine 
Contact:  Doctor  Kurtis,  783-3361  Credit:  2 hours  Category  1 per  lecture 


ST.  ANNE'S  HOSPITAL,  Fall  River,  Massachusetts.  Educational  meetings  are  held  on  Wednesdays  monthly  in 
Clemence  Hall,  243  Forest  Street  at  8:15  a.m.  The  schedule  is  as  follows: 

January  17 

"What's  New  in  Antibiotics"  by  Edward  L.  Quinn,  MD,  Chief  of  Infectious  Disease,  Henry  Ford  Hospital, 
Detroit,  Michigan 

February  2 1 

"The  Differential  Diagnosis  and  Treatment  of  Rheumatoid  Arthritis  and  Osteoarthritis"  by  John  J.  Calabro, 
MD,  Worcester  City  Hospital,  Worcester,  Massachusetts 

March  21 

"Septic  Shock"  by  Jack  Baker,  Chief,  Infectious  Disease,  Bridgeport  Hospital,  Bridgeport,  Connecticut 

April* 

"Pulmonary  Allergies  and  Asthma" 

May* 

"Hypertension" 

June* 

"Anaerobic  Infection" 

*Dates  and  speakers  to  be  announced 

Contact:  Mrs.  Eileen  Pelletier,  1-617-674-5741,  Ext.  258  Credit:  2 hours  Category  1 per  lecture 

ST.  JOSEPH'S  HOSPITAL  Depa  rtment  of  Family  Practice  presents  a lecture  series  on  the  first  Tuesday  of  every 
month,  at  9 a.m.  in  the  Stang  Classroom  of  the  Our  Lady  of  Providence  Unit.  Schedule  is  as  follows: 

January  2 

"Evaluation  of  Electrocardiograms"  by  Bharat  Vibhakar,  MD 

February  6 

"Chemotherapy  and  Immunotherapy  in  Oncology"  by  John  DiBenedetto,  MD 


March  6 

"Profile  Patterns,  Indications  and  Interpretations"  by  Salvatore  Allegro,  MD 
April  3 

"Ophthalmology  in  Family  Practice"  by  Joseph  Migliori,  MD 

May  I 

"Current  Applications  and  Interpretations  of  the  Holter  Monitor"  by  Irving  T.  Gilson,  MD,  Clinical  Instructor 
in  Medicine,  Brown  University 

June  5 

"Updated  Present-day  Studies  in  Thyroid  Diseases"  by  John  Roque,  MD 

Contact:  Doctor  Cardi,  942-6610  Credit:  1 hour  Category  1 per  session 

1 hour  AAFP 

UNION-TRUESDALE  HOSPITAL,  Fall  River,  Massachusetts.  Regularly  scheduled  conferences  as  follows: 

1st  Thursday  monthly,  Renal  Conferences,  Paul  W.  C.  Tung,  MD,  Discusser 
2nd  Thursday  monthly,  Chest  Conferences,  William  Sheehan,  MD,  Discusser 

3rd  Thursday  monthly.  Cardiology  Conferences,  Jose  Felix,  MD;  Norman  Hill,  MD;  and  Barbara  Lenehan,  MD, 
Discussers 

All  are  held  in  the  Medical  Library,  Truesdale  site  at  8:00  a.m. 

Every  Saturday,  Conference  in  Medical  Library,  Truesdale  site  at  8:00  a.m.  presenting  specific  topic  and 
in-depth  discussion 

Contact:  Mrs.  Ferguson,  617-674-8411,  Ext.  255  Credit:  1 hour  Category  1 each  lecture 

V.  A.  HOSPITAL,  PROVIDENCE,  RHODE  ISLAND 

Neurosciences  Seminar.  Sessions  are  held  Wednesdays  from  3:30  p.m.  to  5:00  p.m.,  in  the  5th  Floor  Auditorium, 
Room  2.  Schedule  is  as  follows: 

January  10 

"The  Hyperkinetic  Child  as  a Young  Adult"  by  Doctor  Eric  Denhoff 

January  1 7 

"CPC:  Premature  Aging  in  Mentally  Retarded  by  Doctor  Srecko  Pogacar 

January  24 

"Korsakoff's  Amnesia:  A Neuroadrenergic  Hypothesis"  by  Doctor  William  McEntee  and  Mr.  Robert  Mair 

January  31 

"Neurochemical  Changes  in  Post  Mortem  Brains  of  Patients  with  Huntington's  Chorea  and  Schizophrenia"  by 
Doctor  Edward  Bird 

February  7 

"Commission  for  the  Control  of  Huntington's  Disease  and  its  Consequences:  Hopes  and  Realities"  by  Doctor 
Stanley  M.  Aronson 

February  14 

"Brain  Cutting"  by  Doctor  Mary  Ambler 

February  2 1 

"A  Wholistic  Model  of  Substance  Abuse  Treatment"  by  Doctor  Ronald  Paolino 

February  28 

"Assessment  of  Rapists"  by  Doctor  David  Barlow 

March  7 

"The  Organization  of  Rolandic  Cortex  in  Man  and  Other  Mammals"  by  Doctor  Ford  Ebner 

March  14 

"Autonomous  Illness  in  Affective  Disorders"  by  Doctor  George  Winokur 


March  21 

"Effects  of  Maternal  Alcohol  Consumption  on  the  Human  Fetus"  by  Doctor  Henry  Rosett 

March  28 

"Serum  Proclactin  and  Clinical  State  During  Neuroleptic  Treatment  and  Withdrawal"  by  Doctor  Thomas 
Laughren 

April  4 

"Problem  Oriented  Handbook  of  Clinical  Neurology"  by  Doctor  Pasquale  Finelli 
Contact:  Debbie  Durning,  521-1700,  Ext.  383  Credit:  1 '/2  hours  Category  1 per  session 


Surgical  Grand  Rounds.  Sessions  are  held  on  Fridays  at  7:30  a.m.  in  Room  648.  Schedule  for  January  follows: 

January  5 

"Current  Concepts  in  Management  of  Peritonitis"  by  William  McCabe,  MD,  Professor  of  Medicine  and 
Microbiology,  Boston  University  School  of  Medicine 

January  1 2 

"Arterial  Trauma"  by  Joseph  M.  Van  De  Water,  MD,  Chief  of  Surgery,  Veterans  Administration  Medical 
Center;  Professor  of  Surgery,  Brown  University  Program  in  Medicine 

January  19 

"Vascular  Compliance  in  Diabetes"  by  Steven  Falchuk,  BA,  Brown  University  Program  in  Medicine 

January  26 

"Surgical  Morbidity  and  Mortality"  by  Joseph  M.  Van  De  Water,  MD,  Chief  of  Surgery,  Veterans  Administration 
Medical  Center  and  John  Abbott,  MD,  Chief,  Anatomic  Pathology,  Veterans  Administration  Medical  Center 

Feb.,  Mar.,  Apr.,  May,  June — Topic  and  speaker  to  be  announced 

NOTE:  Surgical  Journal  Club — Every  Saturday — 8 a.m. — Room  648 

Contact:  Rita  Lavalle,  521-1700,  Ext.  376  Credit:  1 hour  Category  1 per  session 


Regularly  scheduled  rounds  and  conferences  as  follows: 

Every  Tuesday  from  9 to  10  a.m.  in  Room  648,  Chief's  Rounds — Medical  Service 

Every  Wednesday  at  1 p.m.  in  Room  648,  Chest  Conference 

First  and  fourth  Mondays  at  1 p.m.  in  Room  648,  Clinical  Neurology 

Second  Monday  at  1 p.m.  in  Classroom  1 and  third  Friday  at  10:30  a.m.  in  Room  648,  Clinical  Neuropathology 
(Brain  Cutting) 

Third  Mondays  at  1 p.m.  in  Room  648,  Endocrinology  and  Metabolism 

Tuesdays  from  1 to  2 p.m.  and  Thursdays  from  12:00  noon  to  2 p.m.  in  Room  648,  Nephrology  Seminar 
Every  Monday  from  2:30  to  3:30  p.m.  in  Room  648,  Tumor  Board 

Every  Friday  from  2:30  to  3:30  p.m.  in  Room  648,  Vascular  Conference — Surgical  Service 
Contact:  Doctor  Daum,  521-1700,  Ext.  273  Credit:  One  Category  1 credit  per  hour 


III.  HOSPITAL  SPECIAL  EVENTS 


BUTLER  HOSPITAL 

Thursday,  March  15,  at  10:30  a.m.  in  the  Ruggles  Room 

The  Brown  University  Academic  Grand  Rounds  in  Psychiatry  series  presents  a Case  Conference:  "Bipolar 
Depression"  by  Geoi'ge  Winokur,  MD,  Head  of  Department  of  Psychiatry,  University  of  Iowa  Hospital 

Contact:  Doctor  Rosen,  456-3856  Credit:  1 '/2  hours  Category  1 

CRANSTON  GENERAL  HOSPITAL 

Thursday,  January  11, at  8:30  a.m.,  in  the  Auditorium 

Lecture  (topic  to  be  decided)  by  Arnold  Melnick,  DO,  Consultant  in  Pediatrics,  Parkview  Hospital,  Phila- 
delphia, PA 

Contact:  Doctor  Alexander,  461-5400  Credit:  To  be  arranged 

GENERAL  HOSPITAL,  RHODE  ISLAND  MEDICAL  CENTER 

Monday,  January  8,  9:00  a.m.,  in  the  LP  Conference  Room 

"Right  Hemispheric  Involvement  and  Emotional  Expressions"  by  S.  Pogacar,  MD,  Clinical  Assistant  Professor 
of  Pathology  and  Laboratory  Medicine,  Brown  University 

Contact:  Doctor  Hassid,  464-3493  Credit:  1 hour  Category  1 

Monday,  January  15,  at  9:00  a.m.,  in  the  LP  Conference  Room 

"Drugs  Used  in  Viral  Infections"  by  Samuel  Hassid,  MD,  DME,  General  Hospital,  Rhode  Island  Medical  Center 

Contact:  Doctor  Hassid,  464-3493  Credit:  1 hour  Category  1 

Tuesday,  January  23,  at  10:30  a.m.,  in  the  LP  Conference  Room 

"Latest  Trends  in  Chemotherapy"  by  Mary  Colbert,  MD,  Physician-in-Charge,  Oncology  Unit,  General 
Hospital,  Rhode  Island  Medical  Center,  and  Oncology  Department,  Rhode  Island  Hospital 

Contact:  Doctor  Hassid,  464-3493  Credit:  1 hour  Category  1 

Friday,  April  27,  8:30  a.m.  to  12:15  p.m.,  in  Mathias  Lab.  Classroom 

Symposium,  "Gerontology"  moderated  by  Samuel  Hassid,  MD,  Clinical  Director  and  DME,  General  Hospital, 
Rhode  Island  Medical  Center 

"Gerontology  and  the  New  Hospital"  by  Johannes  Virks,  MD,  Chief  of  Medical  Services,  General  Hospital, 
Clinical  Instructor  in  Community  Health  and  Medicine,  Brown  University 

"Systemic  Changes  in  the  Aged"  by  Peter  Himmel,  MD,  Medical  Coordinator,  Rehabilitation  Unit,  General 
Hospital 

"Organic  Brain  Syndrome  and  Drugs  Used  to  Control  its  Manifestations"  by  S.  Pogacar,  MD,  Clinical  Director, 
Neuropathology,  General  Hospital,  Clinical  Assistant  Professor  of  Pathology  and  Laboratory  Medicine,  Brown 
University 

"Skin  and  Immunity  Changes  in  the  Aged,"  speaker  to  be  arranged 
Contact:  Doctor  Hassid,  464-3493  Credit;  4 hours  Category  1 


THE  MIRIAM  HOSPITAL 

Saturday  and  Sunday,  June  2 and  3,  in  the  Hospital  Surgical  Laboratory  and  Conference  Room,  sponsored 
by  The  Miriam  Hospital  and  the  R.l.  Ophthalmological  Society 

Two  mornings  of  lectures  are  planned  covering  various  aspects  of  vitreous  surgery  by  leaders  in  the  field. 
Both  anterior  segment  and  posterior  segment  surgery  will  be  stressed.  Basic  concepts  of  the  surgery,  including 
complications  and  techniques  will  be  discussed.  An  afternoon  workshop  will  be  limited  for  use  of  the  vitreous 
surgery  instruments.  Please  call  for  further  information. 

Contact:  Doctor  Geltzer,  421-2277  or 
Irene  Owens,  863-3337 


Credit:  16  hours  Category  1 


RHODE  ISLAND  HOSPITAL 


Wednesday,  January  10,  1:00  p.m.  to  5:00  p.m.,  in  George  Auditorium 

"Topics  in  Hematology”  introduced  by  Maurice  M.  Albala,  MD,  Director,  Division  of  Clinical  Hematology, 
Rhode  Island  Hospital,  Associate  Professor  of  Medicine,  Brown  University 

"Hemoglobinopathies:  Diagnosis  and  Management"  by  Bernard  J.  Forget,  MD,  Professor  of  Medicine,  Chief 
of  Hematology,  Yale  University  Medical  School 

"Sideroblastic  Anemias:  Diagnosis  and  Management"  by  Lewis  Weintraub,  MD,  Professor  of  Medicine,  Chief 
of  Hematology,  Boston  University 

"Megaloblastic  Anemias"  by  Manfred  Steiner,  MD,  Director,  Division  of  Hematologic  Research,  Pawtucket 
Memorial  Hospital,  Associate  Professor  of  Medicine,  Brown  University 

"Aplastic  Anemia:  New  Concepts  in  Therapy"  by  Henry  Kaplan,  MD,  Department  of  Oncology/Hematology, 
Roger  Williams  General  Hospital,  Assistant  Professor  of  Medicine,  Brown  University 

Contact:  Doctor  Albala,  277-5395  Credit:  3'/2  hours  Category  1 

The  following  are  Combined  Medical-Pediatric-Surgical  Conferences  sponsored  by  the  Rhode  Island  Hospital 
House  Officers'  Association: 

Saturday,  January  6,  10:00  a.m.,  in  George  Auditorium 

Topic  to  be  announced.  Lecturer  will  be  Donald  Higby,  MD,  Associate  Chief  of  Medicine,  Roswell  Park 
Memorial  Institute,  Buffalo,  New  York 

Saturday,  January  13,  10:00  a.m.,  in  George  Auditorium 

"Alternative  Surgical  Procedures  for  Carcinoma  of  The  Rectum"  by  Stanley  M.  Goldberg,  MD,  Clinical 
Professor  of  Surgery,  University  of  Minnesota  Medical  School 

Friday,  January  19,  10:30  a.m.  to  12:00  noon,  in  George  Auditorium 

"Hemophilia"  by  Peter  Levine,  MD,  Professor  of  Medicine,  University  of  Massachusetts  Medical  School 

Saturday,  January  20,  10:00  a.m.,  in  George  Auditorium 

"Patho  Physiologic  Approach  to  the  Diagnosis  and  Treatment  of  Hyponotremia"  by  Ralph  A.  DeFronzo,  MD, 
Associate  Professor  of  Medicine,  Yale  University  School  of  Medicine 

Friday,  January  26,  10:30  a.m.  to  12:00  noon,  in  George  Auditorium 

Topic  to  be  announced,  by  David  H.  Smith,  MD,  Professor  and  Chairman,  Department  of  Pediatrics,  University 
of  Rochester  School  of  Medicine  and  Dentistry 

Friday,  February  9,  10:30  a.m.  to  12:00  noon,  in  George  Auditorium 

"The  Epidemiology  and  Natural  History  of  Otitis  Media"  by  Jerry  Klein,  MD,  Professor  of  Pediatrics,  Boston 
University  School  of  Medicine 

Saturday,  February  17,  at  10:00  a.m.,  in  George  Auditorium 

"Esophageal  Manometry  for  Evaluation  of  Esophageal  Disorders"  by  Joel  D.  Cooper,  MD,  FACS,  FRCS, 
Associate  Professor  of  Surgery,  University  of  Toronto  Faculty  of  Medicine 

Saturday,  AAarch  3,  at  10:00  a.m.,  in  George  Auditorium 

Topic  to  be  announced,  by  Karl  Engleman,  MD,  Associate  Professor  of  Medicine  and  Pharmacology,  University 
of  Pennsylvania  School  of  Medicine 

Saturday,  March  10,  at  10:00  a.m.,  in  George  Auditorium 

"Some  Aspects  of  the  Prevention  and  Management  of  Large  Bowel  Cancer,"  by  Jerome  J.  DeCosse,  MD, 
Professor  of  Surgery,  Cornell  University  Medical  College 

Saturday,  April  14,  at  10:00  a.m.,  in  George  Auditorium 

"The  Anatomy  and  Repair  of  Groin  Hernia"  by  John  Madden,  MD,  Professor  of  Clinical  Surgery,  New  York 
Medical  College 

Saturday,  April  28,  at  10:00  a.m.,  in  George  Auditorium 

Topic  to  be  announced,  by  Samuel  M.  Wolpert,  MD,  Professor  of  Radiology,  Tufts  University  School  of 
Medicine 

Wednesday,  May  2,  at  12:00  noon,  in  George  Auditorium 

"White  Cell  Function  in  Health  and  Disease"  by  Gerald  Mandell,  MD,  Professor  of  Medicine,  University  of 
Virginia  School  of  Medicine 


T 


Friday,  May  18,  10:30  a.m.  to  12:00  noon,  in  George  Auditorium 

"The  Role  of  Mycoplosmos  os  Causes  of  Human  Disease"  by  Floyd  W.  Denny,  MD,  Professor  and  Chairman, 
Department  of  Pediatrics,  University  of  North  Carolina  at  Chapel  Hill  School  of  Medicine 

Saturday,  May  19,  at  10:00  a.m.,  in  George  Auditorium 

Topic  to  be  announced,  by  D.  Emerick  Szilagyi,  MD,  Clinical  Professor  of  Surgery,  University  of  Michigan 
Medical  School 

Friday,  May  25,  10:30  a.m.  to  12:00  noon,  in  George  Auditorium 

"Febrile  Seizures"  by  Arnold  Gold,  MD,  Professor  of  Clinical  Neurology,  Professor  of  Clinical  Pediatrics, 
Columbia-Presbyterian  Medical  Center 

Contact:  Ms.  Celia  Almonte,  277-5015  Credit:  1 hour  Category  1 per  hour  of  lecture 


ST  JOSEPH'S  HOSPITAL 

Friday,  March  23  from  7:00  to  10:00  p.m.  (tentative)  and  Saturday,  March  24,  from  8:00a.m.  to  5:00  p.m. 
Advanced  Cardiac  Life  Support  Program  sponsored  by  the  Rhode  Island  Affiliate  of  the  American  Heart 
Association  and  the  Medical  Staff  Association,  St.  Joseph's  Hospital  under  the  direction  of  Irving  T.  Gilson, 
MD,  Director  of  Medicine  and  Chairman  of  the  Advanced  Life  Support  Committee,  St.  Joseph's  Hospital; 
Clinical  Instructor  of  Medicine,  Brown  University.  The  program  will  be  held  at  the  Fatima  Unit  of  St.  Joseph's 
Hospital  in  Classrooms  1 and  2,  lower  level,  Marian  Hall.  The  fee  is  $100.00  and  enrollment  is  limited. 
Priority  will  be  given  to  members  of  the  medical  staff  of  St.  Joseph's  Hospital;  other  physicians  as  space 
allows.  Pre-course  material  will  be  sent  to  each  registrant  in  advance  of  program.  Early  enrollment  is, 
therefore,  essential. 

Contact:  Mary  C.  McHugh,  RN,  456-3065  Credit:  12  hours  Category  1 

Thursday,  March  29,  at  11:30  a.m.,  in  the  Stang  Classroom  of  the  Our  Lady  of  Providence  Unit  of 
St.  Joseph’s  Hospital 

"Polymyalgia  Rheumatica"  by  Gene  G.  Hunder,  MD,  Chief  of  Rheumatology,  Mayo  Clinic,  Rochester,  Minne- 
sota; a Grand  Rounds  Program  sponsored  by  St.  Joseph's  Hospital  and  the  Arthritis  Foundation  of  Rhode 
Island 

Contact:  Doctor  Hunt,  456-3066  (St.  Joseph's)  Credit:  1 hour  Category  1 

Doctor  Horowitz,  351-2280  (Rl  Arthritis  Foundation) 

Pediatric  Department  Children  and  Youth  Series  through  May,  1979 

All  sessions  will  be  held  in  the  Stang  Room,  Tuesdays  at  8:00  p.m.  (with  one  exception  noted  below).  Schedule 
is  as  follows: 

Tuesday,  January  9 

"Congenital  and  Traumatic  Reconstructive  Surgery:  Overview  in  Children  and  Youth — Congenital  (Part  I)"  by 
Baumann  Harvey,  MD 

Tuesday,  February  13 

"Congenital  and  Traumatic  Reconstructive  Surgery:  Overview  in  Children  and  Youth — Traumatic  (Part  II)"  by 
Baumann  Harvey,  MD 

Tuesday,  March  13,  at  7:30  p.m.  (3  hours) 

"Cardio-Pulmonary  Respiratory  (CPR):  Basic  Life  Support  Course"  by  Edward  Hunt,  PhD,  and  staff. 
Credit:  3 hours  Category  1 

Tuesday,  April  10 

"Advances  in  Pediatric  Gastroenterology"  by  Raymond  Moffitt,  MD,  and  Paul  Roderick,  MD 
Tuesday,  May  8 

"Malabsorption  Problems"  by  Raymond  Moffitt,  MD  and  Paul  Roderick,  MD 

Credit:  1 hour  Category  1 per  lecture 
(one  exception  noted  above) 


Contact:  Doctor  Mathieu,  521-3231 


WESTERLY  HOSPITAL 


Saturday,  March  10,  9:30  a.m.  to  3:30  p.m.,  at  Westerly  Yacht  Club,  Watch  Hill  Road 

All-Day  Symposium:  "Administrative  Aspects  of  Medical  Care"  by  invited  politicians  at  national,  state,  and 
local  levels;  and  Lawrence  L.  Weed,  MD,  University  of  Vermont,  Medical  Center  Hospital  of  Vermont. 
(Registration  is  at  9:00  a.m.  Fee  of  $25  includes  lunch  and  coffee  break.) 

Contact:  Mrs.  Natalie  Lawton,  596-4961,  Ext.  280  Credit:  4 hours  Category  1 

Saturday,  April  7,  9:30  a.m.  to  3:30  p.m.,  at  Westerly  Yacht  Club,  Watch  Hill  Road 

All-Day  Symposium:  Topic  will  be  Diabetes.  Speakers  will  include  William  Oh,  MD;  Charles  B.  Cahn,  MD;  and 
others  to  be  announced.  (Registration  is  at  9:00  a.m.  Fee  of  $25  includes  lunch  and  coffee  break.) 

Contact:  Mrs.  Natalie  Lawton,  596-4961,  Ext.  280  Credit:  4 hours  Category  1 


WOONSOCKET  HOSPITAL— JOHN  E.  FOGARTY  MEMORIAL  HOSPITAL  joint  lecture  series 

Monday,  June  18,  12:00  noon  to  1 p.m.  (luncheon  at  11:30  a.m.)  in  Christiansen  Hall  in  Woonsocket 
Hospital 

"Common  Arrhythmias,  with  and  without  M.I.'s"  by  Albert  N.  Brest,  MD,  Professor  of  Medicine,  Jefferson 
Medical  College,  Philadelphia,  Pennsylvania;  Director,  Division  of  Cardiology,  Jefferson  Medical  College  and 
Hospital;  James  C.  Wilson,  Professor  of  Medicine,  Jefferson  Medical  College 

Contact:  Aurelia  Granieri,  767-3211,  Ext.  260  Credit:  1 hour  Category  1 

WOMEN  AND  INFANTS  HOSPITAL  OF  RHODE  ISLAND 

Saturday,  May  12  at  9:15  a.m.,  in  the  Hospital  Auditorium 

"Fetal  Assessment  and  Monitoring  Techniques  Pre  and  Antepartum"  by  Leo  J.  Dunn,  MD,  Professor  and 
Chairman,  Department  of  Ob/Gyn,  Medical  College  of  Virginia 


Contact:  Beth  Vetter,  274-1100,  Ext.  324 


Credit:  1 hour  Category  1 
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jlren  Anesthetic 
Fctiveness 

e'ng  the  throat  with  CEPASTAT 
5 soothing  relief  within  minutes, 
i^iatients  will  appreciate  this  relief 
Isvaiting  for  therapeutic  measures 
iiii  hold.  The  well-established 
^etic  effects  of  CEPASTAT  pro- 
»t)othing  temporary  anesthesia  to 
Stated  or  inflamed  oropharyngeal 
a. 

IaSTAT  in  your 
' ment  room  . . . 

s a spray,  CEPASTAT  is  more 
IWj  deliver  the  most  relief  to  the 
ifi  area  of  the  throat. 


Suit  the  product 
to  the  patient . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 

A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215 


relief  of  minor 
sore  throat  when 
patients  want  it . . 
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Tagamet 

; brand  of 


dmetidine 


HoW  Suppliecl:  Pale  green,  300  mg.  tablets  m bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only), 
ilnjection,  3(X)"mg,/2  ml.,  in  single-dose  vials 
dn.packages«of  ,10'.  ■ 


itKHIitne  company 


Accept 
no  substitute 
for  your  professional 
judgment 


As  a physician,  you  havethe  rightto 
prescribe  the  drug  which  you  believe 
will  most  benefit  your  patients.  Now, 
substitution  laws  make  it  more  diffi- 
cult to  exercise  that  right.  In  many 
states,  unless  you  specifically  direct 
pharmacists  to  dispense  your  brand- 
name  prescription  as  written,  they 
may  be  required  by  law  to  substitute 
another  drug  for  your  brand-name 
prescription. 

This  means  that  the  ultimate  drug 
selection  is  no  longer  yours;  its 
source  is  left  to  the  pharmacist’s  dis- 
cretion. You  will  have  forfeited  your 
right  to  prescribe  as  you  see  fit.  Pre- 
serve your  rights.  Specify  that  you  will 
accept  no  substitution. 


When  you  accept 
no  substitutes... 

• You  ensure  that  your  patient  re- 
ceives exactly  that  product  you  have 
specified  on  your  prescription 

• You  choose  the  quality  of  the  prod- 
uct dispensed  to  your  patient 

• You  can  exercise  the  right  to  select 
a product  based  upon  its  proven  thera- 
peutic performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

• You  can  support  the  kinds  of  re- 
search programs  that  are  vital  to  new 
drug  discovery  and  development 

• You  can  help  sustain  important 
physician,  pharmacist  and  patient 
education  services  supported  by  in- 
novative, research-oriented  firms 


For  complete  information  on  the  drug  substitution  law  effective  in  your 
state,  please  consult  your  local  Pfizer  Representative 


1978  Pfizer  Inc 


PHARMACEUTICALS 


Interface  — Rhode  Island  Medical  Society 
The  Society’s  Perspective 


Our  Goals  Are  Recruitment  Of  All 
Physicians  4s  Members  And  A Maximum 
Of  Activism 


Hv  Joseph  E.  Caruolo,  MD 


W e are  all  aware  of  that  state  of  mind 
among  the  American  people  which  holds 
paradoxically  that  the  physician  may  be  a 
friend,  but  organized  medicine  is  an  enemy. 
Those  who  have  a vested  interest  in  change  (no 
matter  for  good  or  for  bad),  having  developed 
this  paradox,  now  launch  the  campaign  to 
discredit  the  individual  physician. 

Since  assuming  the  presidency  of  the  Rhode 
Island  Medical  Society  in  May  of  1978,  1 have 
learned  that  this  paradoxical  attitude  is  not 
universal.  I have  met  many  responsible  people 
who  do  not  look  upon  the  Rhode  Island 
Medical  Society  as  an  enemy.  They  look  to  us 
as  responsive  to  the  health  care  needs  of  this 
state,  come  to  us  for  help,  and  invariably 
receive  it. 

During  my  tenure  I would  among  other 
goals  1 ) enroll  as  many  physicians  as  possible, 
if  not  all,  in  the  Rhode  Island  Medical  Society 
and  2)  convert  as  many  members  as  possible,  if 
not  all,  to  activism  at  the  interface  between 
society  at  large  and  the  Rhode  Island  Medical 
Society. 


JOSEPH  E.  CARUOLO,  MD,  President 
1978-1979,  Rhode  Island  Medieal  Society; 
Assistant  Professor  of  Surgery,  Brown  Univer- 
sity, Division  of  Biology  and  Medicine, 
Providence,  Rhode  Island 
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To  establish  credibility  in  the  drive  to  recruit 
new  members  1 solicited  opinions  from  many 
responsible  and  respected  public  leaders.  All 
replies  were  favorable.  None  were  critical. 
These  replies  are  printed  elsewhere  in  this 
issue. 

Non-Members:  Join  Us 

Because  the  Rhode  Island  Medical  Society  is 
credible  and  is  the  only  organization  available 
to  all  physicians  for  representation  at  all  levels 
in  dealings  with  and  in  services  to  all  people,  1 
earnestly  encourage  all  non-member  physi- 
cians to  consider  joining  us. 

The  Rhode  Island  Medical  Society  staff  and 
leadership  work  diligently  to  represent  our 
thousand  plus  dues-paying  members,  and  they 
do  it  well.  But  the  Society  would  become  a 
thousand  times  more  effective  if  each  member 
were  to  become  a medical  society  activist. 

Let  me  cite  an  example  of  activism  by  other 
elements  of  our  society  at  large.  In  no  way  do  1 
imply  criticism  of  these  groups;  rather,  1 
admire  them. 

I have  attended  the  meetings  of  the  State- 
wide Health  Care  Coordinating  Council  for 
over  a year.  As  you  know,  the  SHCC  is  plan- 
ning the  future  of  the  delivery  of  all  medical 
care.  I have  observed  increasing  numbers  of 
consumers,  health  groups,  and  educational 
groups  in  attendance,  as  spectators  (doing 
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their  homework).  But  in  over  a year  I have  not 
seen  a single  physician  in  attendance. 

Further  to  emphasize  the  need  for  activism 
and  universal  physician  membership  in  the 
Rhode  Island  Medical  Society,  1 would  point 
out  the  many  laws  being  proposed  in  our  state 
legislature,  as  well  as  others,  which  would  soon 
render  the  current  system  of  medical  care  un- 
recognizable. Many  such  proposed  laws  are 
sound,  but  others  cannot  possibly  improve  tbe 
quality  of  medical  care.  I'he  motivation  of  the 
lawmakers  is  not  questioned,  for  1 believe  them 
to  be  sincere.  Frequently,  however,  they  do  not 
seem  to  have  had  the  advantage  of  e.xposure  to 
competent  medical  judgment. 

1 he  staff  and  leadership  of  our  Society  can 
and  will  meet  with  members  of  the  executive 
department  of  our  state  government  and  the 
legislative  leadership.  But  the  job  of  contacting 
the  individual  legislator  must  fall  upon  our 
individual  member,  working  at  the  local  level 
within  the  framework  of  the  county  medical 
society.  To  help  in  this  area  the  Rhode  Island 
Medical  Society  will  distribute  to  its  members 
this  year  a synopsis  of  all  proposed  legislation 
relating  to  medical  care. 

Our  Professional  Responsibility 

As  important  as  day-to-day  problems  may 
be,  we  would  be  remiss  if  we  failed  to  point  out 
the  deep  underlying  causes  of  our  obvious 
problems. 

Beneath  the  obvious  waves  of  legislation 
pounding  against  the  shores  of  medical 
practice,  there  is  an  undertow  which  would 
obliterate  the  very  essence  of  the  degree  of 
doctor  of  medicine  and  efface  the  very  identity 
of  the  physician. 

In  the  1978  Winter  issue  (Volume  107, 
Number  1)  of  Daedalus,  the  journal  of  the 
American  Academy  of  Arts  and  Sciences,  the 
titles  to  two  articles  tell  this  story.  They  are 
“What  Future  for  the  Professional  in 
American  Society?”  by  Adam  Yarmolinsky, 
and  “Medicine  and  the  Waning  of  Professional 
Sovereignty”  by  Paul  Starr.* 

All  physicians,  whether  in  private  practice, 
or  salaried  by  government,  hospital,  or 


*A  copy  of  Daedalus,  Winter  1978  is  available  for 
reading  at  the  Rhode  Island  Medical  Society  Library, 
or  reprints  of  these  articles  will  be  mailed  to  you  by 
writing  Jim  Clarkin,  106  Francis  Street,  Providence, 
R1  0290.7.  or  calling  .7.71-.7207. 


academic  institution,  who  take  pride  in  and 
believe  in  themselves  as  doctors  of  medicine, 
would  do  well  to.  read  and  ponder  these 
articles.  It  would  be  beyond  my  compre- 
hension that  any  physician  could  read  them 
and  fail  to  become  an  activist  member  of  the 
Rhode  Island  Medical  Society  post  haste. 


“Organized  medicine”  (at  the  county,  state, 
and  national  levels)  is  the  only  available  forum 
in  which  all  physicians  can  meet  to  create  a 
consensus  which  can  effectively  be  presented  to 
society  at  large.  I’hysicians  cannot  possibly 
have  a significant  voice  in  the  planning  and 
delivery  of  medical  care  except  through  the 
mechanism  of  their  medical  societies.  1 here  is 
no  other  way. 


295  Angell  Street 
I’rovidence.  Rl  02906 


Did  You  Know? 

In  1857  the  Rhode  Island  Medical 
Society  appointed  a committee  “to 
memorialize  the  legislature  of  this  State 
to  so  revise  existing  laws,  or  to  enact  such 
new  laws,  as  may  be  adopted,  to  remedy 
the  evils  existing  in  the  present  mode  of 
holding  Coroners’  Inquests.” 

I'he  promotion  of  forensic  medical 
reforms  has  long  been  a concern  of 
organized  medicine.  In  Rhode  Island  the 
society’s  influence  was  a prominent  factor 
in  the  eventual  institution  many  years 
later  of  the  medical  examiner  system. 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Specialist 

IN  RHODE  ISLAND 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE; 


Mr.  Gerard  P.  St.  James 
Beltone  Hearing  Aid 
71  Washington  Street 
Providence,  Rhode  isiand 
(401)  421-2720 

Mr.  Charles  A Thurber 
Seltone  Hearing  Aid 
25  Airport  Road 
Warwick,  Rhode 
(401)  739-3880 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 

4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


! 

I 

I 

i 


1 

I 

I 


i 

i 

I 


i 


The  Medical  Society  and  State  Government 


Continued  Partnership  Is  Cornerstone  Of 
Effort  To  Provide  Better  Health  And  Living 
For  All  Rhode  Islanders 


By  Governor  J.  Joseph  Garrahy 


hroughout  my  sixteen  years  in  state  gov- 
ernment it  has  been  my  belief  that  quality  health 
care  is  the  right  of  every  citizen  and  that  gov- 
ernment has  the  responsibility  to  protect  and 
guarantee  that  right.  Rhode  Islanders  want  the 
finest  hospital  and  medical  care  that  can  be 
developed  for  them;  we  have  the  obligation  to 
offer  nothing  less. 


STATE  OF 
RHODE  ISLAND 


We  have  a proud  record  of  protecting  the 
health  of  its  people,  thanks  in  large  measure  to 
the  dedicated  and  imaginative  leadership  of 
our  own  health  professionals  in  partnership 
with  government. 

A decade  ago  Rhode  Islanders  often  sought 
medical  treatment  outside  our  borders.  Today, 
we  proudly  note  that  this  situation  has  reversed 
itself,  with  people  from  other  states  and  coun- 
tries coming  to  our  institutions  for  care,  be- 


J.  JOSEPH  GARRAHY,  Governor.  State  of 
Rhode  Island  and  Providence  Plantations 


cause  many  of  our  physicians  hold  national  re- 
putations for  excellence.  Our  goal  is  to  develop 
a comprehensive  system  of  services  made  up  of 
formally  linked  public  and  private  agencies 
working  together  to  meet  the  special  needs  of 
all  citizens.  We  will  work  aggressively  toward 
this  goal  and  look  forward  to  the  concerned 
involvement  and  support  of  the  Medical 
Society  and  its  members. 

Financial  Accessibility  of 
Good  Health  Care 

It  is  also  the  shared  responsibility  of 
government  and  all  health  professionals  to 
ensure  that  good  health  care  is  financially 
accessible  to  all  citizens.  Here,  too,  Rhode 
Island  has  made  notable  progress.  We  have 
implemented  an  innovative  prospective  re- 
imbursement measure  that  has  kept  our  state’s 
hospital  cost  increases  to  well  below  the 
national  average — a 9.8  per  cent  increase  in 
fiscal  year  1978  compared  with  a 15.6  per  cent 
national  experience.  Our  state  was  the  first — 
and  still  one  of  a few — to  initiate  a catastrophic 
health  insurance  program  in  1974.  In  1976  we 
enacted  a generic  drugs  act,  and  we  had  the 
first  federally  qualified  HMO  in  the  nation 
[Rhode  Island  Group  Health  Association 
(RIGHA)].  And,  most  recently  we  have 
strengthened  our  certificate  of  need  legislation, 
again  making  it  a national  model. 

All  of  those  factors,  while  very  significant  by 
themselves  have  collectively  brought  us  to  the 
edge  of  having  a “model”  health  care  system  in 
Rhode  Island,  unique  in  the  nation.  (Rhode 
Islanders  want  the  finest  hospital  and  medical 
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care  that  can  be  developed  lor  them;  we  have 
the  responsibility  to  offer  nothing  less.) 

One  of  the  most  important  aspects  of 
developing  a statewide  system  of  excellence  is 
proper  planning  and  coordination.  loward 
this  goal  the  two  major  objectives  of  Rhode 
Island’s  health  policy  are  the  controlled  and 
rational  development  of  our  state’s  health  care 
resources  and  facilities,  and  the  education  of 
our  citizenry  in  sound  health  habits  which  will 
protect  them  in  later  years.  Our  physicians  are 
contributing  significantly  in  the  development 
of  necessary  mechanisms  to  achieve  these  ends. 

1 he  valuable  provider  participation  in  the 
Statewide  Health  Coordinating  Council 
(SHCC),  State  Health  Systems  Agency,  the 
Professional  Standards  Review  Organization, 
the  Health  Planning  Council,  and  the  Health 
Education  Committee,  among  others,  is 
evidence  of  our  shared  commitment  to 
assuring  the  necessary  services  while  being 
responsible  to  fiscal  limitations.  Another  vital 
component  is  the  development  and 
maintenance  of  excellent  state  services  for 
persons  entrusted  to  our  care.  One  of  our  top 
priorities  during  the  past  two  years  has  been 
the  development  of  a service  for  the  disabled. 
In  addition  to  operating  numerous  and  various 
state  facilities,  state  efforts  have  been  directed 
at  improving  and  expanding  community- 
based  alternatives.  Efforts  to  create  less 
restrictive  community-based  alternatives  have 
been  successful,  and  the  number  of  persons 
serviced  in  our  state  inpatient  facilities  has 
steadily  declined  from  an  average  of  3804  in 
fiscal  year  1975  to  an  average  of  2970  in  the 
year  just  ended.  In  developing  new  community 
services,  we  have  fostered  cooperative  relat- 
ionships among  a variety  of  public  and  private 
groups  and  agencies. 

Mental  Health  Services 

The  recent  establishment  of  emergency 
mental  health  services  in  the  City  of 
Providence  provides  an  excellent  example  of 
how'  partnerships  can  bring  about  change. 
Through  this  service  the  Providence  Mental 
Health  Center  began  screeningall  potential  ad- 
missions to  the  Rhode  Island  State  Institute  of 
Mental  Health  in  July,  1977.  Asa  result  admis- 
sions to  the  IMH  Providence  Unit  were  re- 
duced by  30  per  cent  during  the  six  months  that 
followed.  The  establishment  of  this  program 
was  largely  the  result  of  the  development  of  an 


important  partnership  between  the  State  De- 
partment of  Mental  Health,  Retardation,  and 
Hospitals  (MHRH),  the  Providence  Center, 
and  Rhode  Island  Hospital,  where  the  emer- 
gency services  are  provided  at  night,  on  week- 
ends, and  holidays. 

An  even  more  important  development 
occurred  on  January  3,  1978,  when  the 

Providence  Mental  Health  Center  began 
operating  an  inpatient  program  at  Butler 
Hospital  under  a $ 1 ,()()(), 000  annual  contract 
with  the  state. 

Through  this  new  service  the  Providence 
Center  uses  24  beds  at  Butler  in  order  to 
provide  acute  inpatient  services  for  Providence 
residents. 

As  a result  the  number  of  beds  in  Providence 
Unit  at  the  Institute  of  Mental  Health  was 
reduced,  permitting  one  ward  to  be  closed.  All 
Providence  residents  needing  short  term  acute 
psychiatric  services  are  now  either  treated  as 
outpatients  at  the  mental  health  center  or 
inpatients  at  Butler.  The  IMH  Providence  Unit 
has  been  able  to  concentrate  on  the  rehabilita- 
tion of  long-term  patients  from  that  commun- 
ity, and  overall  admissions  to  IMH  have 
declined  by  29  per  cent. 

Development  of  the  Providence  Mental 
Health  Center  program  is  a major  step  in  our 
efforts  to  decentralize  mental  health  services  in 
Rhode  Island  and  is  an  outstanding  example  of 
the  kind  of  progress  that  can  be  made  through 
an  alliance  of  public  and  private  ageneies. 

Ladd  Center  and  Mental  Retardation 

Improving  services  for  the  residents  of  Ladd 
Center  has  also  been  an  important  priority 
during  the  last  year,  and  in  this  effort  one  can 
find  other  examples  of  the  kind  of  cooperation 
that  can  result  in  constructive  change. 

Between  December  1977  and  March  1978, 
119  Rhode  Island  doctors  gave  physical 
examinations  to  741  Ladd  Center  residents 
through  the  joint  effort  of  MHRH  and  the 
Rhode  Island  Medieal  Soeiety. 

Doctor  Frank  W.  Sullivan,  Past  President 
of  the  Society;  Doetor  John  P.  Grady;  and 
Doctor  Johannes  Virks,  Chief  of  Medical 
Services  at  the  General  Hospital,  planned  and 
coordinated  the  examination  project.  The 
Medical  Society  also  volunteered  central  office 
support  and  organized  the  actual  recruitment 
of  many  volunteers. 

Rhode  Island  physicians  have  also  worked 
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to  help  us  identify  candidates  for  key  positions 
such  as  the  new  Medical  Director  of  I. add 
Center.  Doctor  Ellis  Arnstein  was  recom- 
mended to  MHRH  Director,  Doctor  Joseph  ,J. 
Bevilacqua,  by  a six-member  search  commit- 
tee, chaired  by  Doctor  David  S.  Greer,  Associ- 
ate Dean  of  Medicine.  Brown  University. 
Other  search  committee  members  were; 
Doctor  Siegfried  M.  Pueschel,  Director  of  the 
Rhode  Island  Hospital  Child  Development 
Center;  Doctor  Edwin  M.  Gold.  Director  of 
Ambulatory  Services.  Woman  and  Infants 
Hospital;  Doctor  Carl  V.  Granger.  Professor 
of  Community  Health.  Brown  University; 
Doctor  John  R.  Evrard.  Associate  Director  of 
Community  Reproductive  Health  Services, 
Women  and  Infants  Hospital;  Doctor  Eric 
Denhoff,  a pediatrician  and  Clinical  Professor 
at  Brown;  and  Doctor  Donna  M.  Cone, 
MHRH  Assistant  Director  for  Retardation. 

Doctor  Arnstein  brings  to  Rhode  Island 
special  skills  and  training  in  the  medical  needs 
of  handicapped  persons.  He  will  work  with 
hospitals  and  regional  retardation  programs  to 
promote  better  medical  services  for  all 
retarded  citizens. 

Our  continuing  relationship  with  the  Brown 
University  Medical  program  is  another 
example  of  the  benefit  of  a cooperative  effort. 
With  the  full  support  of  Doctor  Stanley  M. 
Aronson,  Dean  of  Medical  Affairs,  the  staff  of 
the  University  has  worked  closely  with  the 
state  to  find  ways  in  which  the  University  can 
develop  programs  that  have  mutual  benefit. 

For  instance,  a thorough  analysis  of  the 
functional  needs  of  patients  at  the  Institute  of 
Mental  Health  was  conducted  jointly  by  the 
Department,  the  University,  and  the  Boston- 
based  Hebrew  Rehabilitation  Center  for  the 
Aged  last  year  under  a contract  with  the 
National  Institute  for  Mental  Health.  The  data 
later  proved  extremely  useful  in  preparing  an 
application  for  a unique  Housing  and  Urban 
Development/ Health,  Education  and  Welfare 
program  designed  to  speed  development  of 
community  based  alternatives  for  long-term 
hospital  patients.  This  successful  qualification 
for  an  innovative  federal  program  underscores 
the  importance  of  research  and  the  importance 
of  a strong  relationship  between  the  state,  the 
academic  community,  and  private  health  care 
institutions. 

Similar  cooperative  research  projects  have 
led  to  improvements  in  rehabilitative  services 


and  facility  design  at  the  General  Hospital  and 
Zambarano  Hospital. 

Continued  Cooperation  Is  Essential 

While  I am  proud  of  Rhode  Island’s 
accomplishments  in  health  care,  and  of  my 
association  with  these  programs,  I realize,  as 
you  do,  that  much  remains  to  be  done.  A 
continued  cooperative  partnership  is  the 
cornerstone  of  our  efforts  to  provide  better 
health  and  living  for  all  Rhode  Islanders.  I 
congratulate  each  individual  society  member 
for  the  dedication  to  address  these  complex 
issues. 


State  ol  Rhode  Island  and  Providence  I’lantations 
Executive  Chamber 
Providence,  RI  02908 


PROFESSIONAL  SUITE 
FOR  LEASE 

• 1,100  square  feet 

• desirable  East  Side  location 

• modern  building 

• air  conditioning 

• wall-to-wall  carpeting 

• ample  parking 


For  Information: 

285  Governor  St.,  Providence,  R.l. 
421-5299 


December.  1978 
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The  Rhode  Island  Department  of  Health  — 
Relations  with  the  Medical  Society 

The  Historical  Familial  Relationship  Should 
Be  Preserved 


Bv  Joseph  E.  Cannon.  MI).  MPH 


B\'  happy  coincidence  it  is  in  the  centennial 
year  of  the  Rhode  Island  Department  of 
Health  that  1 have  this  opportunity  to 
comment  on  our  relationships  with  the  Rhode 
Island  Medical  Society.  It  was  in  1878,  through 
the  vision  and  energy  ol  Doctors  Edwin  Snow 
and  Charles  Fischer.  RIMS  members,  that  the 
General  Assembly  was  persuaded  to  adopt  the 
legislation  which  established  the  original  six- 
man  Board  of  Health.  Of  the  original  half- 
dozen.  four  were  physicians  and  members  of 
the  Society,  and  Fischer  was  the  first  secretary. 
J he  Department  of  Health  was  thus,  in  truth, 
originally  a project  of  the  Medical  Society. 

Much  could  be  said  of  the  continuing  joint 
eflorts  and  professional  cross-fertilization 
which  followed  with  the  passing  of  the  years,  of 
many  common  concerns  and  activities,  and  of 
occasional  disagreements.  There  is  a limited 
benefit,  however,  in  exploring  the  remote  past, 
and.  in  any  case,  the  information  is  elsewhere 
available.  1 shall  thus  deal  mainly  with  the 
more  recent  examples  of  our  collaboration, 
especially  during  the  period,  known  well  to 
many  still  active,  since  we  gained  Department 
status  in  1935. 

At  the  outset  I must  emphasize  that  we  are 
discussing  the  Medical  Society  itself.  If  we 
were  to  attempt  to  mention  the  activities  of 
many  individual  physicians,  acting  in  an 
unolticial  capacity,  a very  long  paper  indeed 
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would  be  the  result.  Instead  we  must  be  content 
with  a few  ol  the  more  striking  examples  of  the 
joint  concerns  and  activities  of  the  Medical 
Society  and  the  Department  of  Health. 

While  some  common  efforts  have  been  in  the 
regulatory  field,  with  the  aim  of  high  quality 
health  services,  a much  larger  portion  of  our 
joint  concerns  have  been  in  the  field  of  disease 
control.  Here  we  have  progressed  from  our 
earlier  and  continuing  interest  in 
communicable  disease  into  the  new  emphasis 
on  chronic  and  “degenerative”  disease,  and  we 
are  at  the  same  time  reemphasizing  health 
promotion  over  and  above  the  treatment  and 
care  of  the  sick. 

Public  Health  and  the 
Rhode  Island  Medical  Journal 

Few  things  serve  better  to  illustrate  the 
closeness  of  our  interrelationships  than  a 
review  of  the  content  of  the  Society’s  Rhode 
Island  Medical  Journal.  Throughout  the 
sixty-plus  volumes  that  have  appeared  since 
1917,  articles  have  frequently  called  attention 
to  important  issues  in  Public  Health,  and  at 
least  half  of  the  editorials  have  dealt  in  one 
way  or  another  with  public  and  community 
health  problems. 

In  Volume  One,  for  1917,  the  first  issue 
contained  a most  interesting  report  by  Doctor 
Harry  S.  Bernstein,  State  Pathologist, 
detailing  his  initial  experience  in  the  operation 
of  the  State’s  first-in-the-nation  public  health 
laboratory.  In  a later  issue  of  the  same  volume 
a sharply  critical  editorial  commented  on 
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dissensions  within  the  Board  of  Health,  and 
the  need  for  openness  in  government 
operations — a clear  forerunner  of  present 
preoccupation  with  “right  to  know”.  Other 
papers  dealt  with  prevention  of  disease,  with 
epidemiological  observations  on  a local  out- 
break of  Hookworm  disease,  on  the  evil  results 
of  over-the-counter  medications  for  self- 
treatment of  venereal  disease,  and  manv 
others.  Editorials  dealt  with  contemporary 
problems  in  workmens  compensation, 
professional  fees,  out-patient  care,  health 
insurance,  and  many  other  problems  which 
clearly  were  the  later  source  of  much  of  the 
legislation  that  determines  the  present  health 
functions  of  the  State  and  of  the  Department. 


During  the  next  six  decades  much  similar 
content  appears.  Paper  after  paper  discusses 
public  health  issues,  and  an  astonishing 
predominance  of  the  editorials  do  likewise, 
with  continuing  comment  on  the  older 
problems  that  remain  with  us,  and  new 
material  relating  to  modern  issues  ranging 
trom  nurse-practitioners  to  recombinant 
DNA.  More  importantly,  the  Journal  has 
frequently  done  a distinguished  public  service 
by  functioning  as  the  channel  of 
communication  from  the  Department  to  the 
medical  profession.  Numerous  accounts  of 
organizational  change,  special  programs, 
statutory  developments,  and  “alerts”  relating 
to  special  hazards  have  been  published,  and  the 
names  of  Department  Directors  and  their 
professional  staffs  have  been  no  strangers  in 
the  index  of  authors.  At  the  same  time,  and  of 
equal  importance,  the  Journal  has  provided 
the  Society  with  a platform  from  which  to  issue 
criticism  or  support  for  the  activities  of  the 
Department,  and  to  call  attention  to  unsolved 
problems  needing  public  health  action.  A 


number  of  times  there  has  been  an  expression 
of  the  concern  of  the  Society  for  the 
specification  of  high  qualifications  for  the 
Directorship  of  the  Department,  which  has 
been  reflected  in  legislation  that  has  been 
adopted. 

I'he  Journal  also  lists  each  year’s 
committees,  and  from  the  beginning 
committees  on  Public  Health,  l.egislation. 
Industrial  Health,  Child  Health,  Tuberculosis, 
Air  and  Water  Pollution,  and  manv  others, 
changing  with  the  needs  of  the  time,  all  speak 
lor  major  interest  in  fields  in  which  the 
Department  has  been  active,  and  the  names  of 
the  Director  and  his  staff  are  frequently  seen 
on  the  committee  rosters. 

Joint  Activities 

Examples  of  joint  activities  and  joint 
programs  are  not  difficult  to  find^  In 
the  last  quarter  of  the  19th  century,  when  the 
emphasis  was  on  control  of  communicable 
conditions  through  quarantine,  food  and 
water  sanitation,  and  the  processing  of  sewage, 
these  functions  often  gave  rise  to  joint 
committees.  The  small  early  Board  was  not 
professionally  staffed,  and  relied  heavily  on  the 
Medical  Society  for  technical  advice  and 
assistance. 

in  the  present  century,  with  the 
Department’s  growth  in  size  and 
sophistication,  the  expansion  of  immunization 
and  the  appearance  of  specific  antibacterial 
agents  furnished  new  bases  for  mutually 
supportive  activities  and  joint  programs.  Early 
free  distribution  of  arsphenamine  and  other 
antiluetic  agents  set  the  precedent  for  later 
furnishing  of  sulfonamides  and  antibiotics  to 
physicians  for  the  treatment  of  syphilis, 
gonorrhea,  rheumatic  fever,  and  a variety  of 
other  conditions.  The  State  Laboratory’s 
bacteriological  facilities  contributed  to 
furnishing  the  le\els  of  diagnostic  specificit\' 
demanded  by  the  new  agents. 

It  was  in  immunization,  however,  that  our 
two  agencies  were  brought  into  side-by-side 
working  relationship.  Examples  are 
numerous,  but  a few  words  on  the  “End  Polio” 
campaign,  largely  designed  and  operated  by 
the  Medical  Society  in  cooperation  with  the 
Department,  will  have  to  suffice  as  a concrete 
illustration. 

Initial  enthusiasm  for  the  killed  vaccine  of 
Jonas  Salk  in  1955  was  promptly  dampened  by 
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the  “('utter  Ineident” and  the  proportion  of  the 
population  reeeiving  injeetions  of  all  three 
types  was  not  great.  Interest  was  mueh 
inereased  loeaily  by  the  103-ease  outbreak  in 
the  summer  ol  I960,  whieh  appeared  to  have 
been  partiall\  aborted  by  the  mass  immuni- 
zations which  lollowed.  One  case,  reported  in 
the  following  year,  has  been  Rhode  Island’s 
last. 

F..xpericnce  with  Albert  Sabin’s  live  attenu- 
ated vaccine  whieh  had  been  released  in  1961 
convinced  the  leadership  of  the  Medical 
Society  and  the  Health  Department  that  this 
was  now  the  method  of  choice.  In  1963  the 
Medical  Society  in  intimate  collaboration 
with  the  Department  designed  and  carried  out 
a strikingly  successful  state-wide  campaign, 
resulting  in  a very  high  level  of  immunity  in  the 
population. 

1 he  general  decline  of  poliomyelitis  (as  this 
is  written  the  Nation’s  first  case  for  1978  has 
been  reported)  has  made  it  difficult  lor 
physician  and  public  health  worker  alike  to 
keep  continued  interest  in  the  procedure  of 
immunization,  and  special  reminders  to  the 
public  have  been  issued  repeatedly.  Current 
outbreaks  in  the  Netherlands  and  Canada  have 
served  as  a recent  reminder. 

Similar  programs  for  measles  and  rubella, 
and  the  ill-fated  “swine  llu”  program  could  be 
mentioned.  All  have  called  for  the  highest 
possible  joint  efforts  on  the  part  of  the  Society 
and  the  Department,  and  many  other  groups 
of  health  workers  have  been  brought  into  the 
process. 

Maternal  and  Child  Health 

Maternal  and  Child  Health  has  furnished 
another  logical  focus  for  joint  efforts.  As  early 
as  1919,  under  the  leadership  of  Doctor 
Elizabeth  M.  Gardiner,  and  later  Doctor 
Marion  Gleason,  our  concerns  and  those  of  the 
Medical  Society  had  given  rise  to  programs  for 
mothers  and  infants.  These  programs  were 
immensely  strengthened  by  the  federal  support 
which  became  available  under  Title  5 of  the 
Social  Security  Act,  when  it  was  passed  in 
1935.  To  the  activities  of  the  Child  Health 
Maintenance  Committee,  which  had  been 
established  in  1933,  were  added,  especially  in 
the  very  early  1940’s,  the  9th  federally 
supported  state  program  for  handicapped  and 
cardiac  children  in  the  nation. 

As  time  has  gone  on,  a complex  and  growing 


cluster  of  programs  for  children  and  mothers 
has  grown  to  the  point  that  today  the  Division 
of  Child  Health  administers  our  largest 
divisional  budget.  None  of  this  could  have 
taken  place  without  the  initiatives  and  support 
of  the  medical  profession  in  general  and  the 
Medical  Society  in  particular. 

One  could  continue  to  cite  further 
examples,  but  perhaps  1 have  said  enough  to 
indicate  the  fact  that  there  are  few  points  at 
which  the  public  and  private  sectors  come  so 
close  to  one  another  as  in  the  area  of  health. 

Common  Concern 

Of  course  we  have  not  always  agreed.  Our 
differing  mandates  and  reponsibilities  have  not 
infrequently  placed  us  on  opposing  sides 
in  relation  to  a particular  issue.  But  our 
disagreements  have  always  occurred  against 
the  background  ol  a common  concern  for  the 
health  and  longevity  of  the  citizens  of  our  state. 

Ihe  Rhode  Island  Department  of  Health, 
having  just  completed  its  first  century  of 
service,  looks  forward  to  continued  familial 
relations  with  its  parent,  the  Rhode  Island 
Medical  Society,  which  is  now  two-thirds  of 
the  way  through  its  second  hundred  years.  One 
might  hope  that  we  can  maintain  the  mutual 
status  of  “best  friend  and  severest  critic”  w hich 
we  have  so  valued  in  the  past. 
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Effectiveness  of  Brown  Medical  Program 
Depends  Upon  Integration  With  Rhode 
Island  Practitioners  And  Health  Care 
Facilities 


Bv  Stanley  M.  Aronson,  MD 

The  year  1978  marks  the  fifth  year  that 
Brown  University  has  operated  an  accredited 
medical  school.  Ours  was  the  one  hundred  and 
thirteenth  fully  recognized  college  of  medicine 
within  the  United  States  and  the  first  new 
private  medical  school  within  the  New 
England  states  since  the  latter  portion  of  the 
nineteenth  century.  In  a broader  geographic 
context,  ten  new  medical  schools  have  been 
established  in  the  Middle  Atlantic  and 
Northeastern  states  since  World  War  II;  but 
only  two  of  these  still  in  existence  (Brown  and 
Einstein)  were  initiated  and  funded  from 
within  the  private  sector.  The  remainder  of 
these  recently  conceived  medical  schools,  as 
well  as  virtually  all  new  medical  schools 
established  since  World  War  II,  have  been 
started  and  continued  through  state  sources, 
often  at  awesome  expense  to  the  local 
taxpayers. 

Development  Years 

During  these  past  five  years  it  was  necessary 
for  Brown  University  to  fulfill  many  tasks  in 
order  to  satisfy  its  needs  in  medieal  education. 
It  was  necessary  to  develop  and  expand  the 
I educational  and  governance  substructure  of 
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the  Medical  Program.  Much  collective  effort 
was  exerted  to  establish  the  necessary  criteria 
for  admissions,  the  standards  of  aeceptable 
academic  performance,  and  the  mechanisms 
for  their  administration.  A curricular  sequence 
had  to  be  created  which  would  be  in 
compliance  with  professional  licensure  re- 
quirements for  skilled  physicians  without 
sacrificing  that  educational  climate  needed  to 
ensure  that  the  Brown  medical  graduate  would 
be  a broadly  educated  humane  individual.  It 
was  necessary,  furthermore,  to  recruit  a 
medical  faculty,  both  salaried  (now  numbering 
about  186)  and  voluntary  (now  numbering 
about  450). 


In  addition,  it  was  essential  that  we  develop 
large  numbers  of  clinically-oriented  elective 
exercises  (now  numbering  in  excess  of  150) 
required  to  satisfy  the  diverse  educational 
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needs  of  a typieal  medical  school  class  and, 
concurrently,  to  secure  a network  of  affiliated 
and  associated  institutions  as  the  practical 
classrooms  for  these  medical  activities. 

I hese  diverse  elements  had  to  be  brought 
together  and  be  given  coherence  and  continu- 
ity by  creating  a special  system  of  governance 
designed  to  couple  the  tradition  of  higher 
education  at  Brown  University  with  the 
urgencies  unique  to  medicine.  Our  internal 
system  of  governance  has  been,  and  continues 
to  be,  under  constant  review  and  change.  It  has 
truly  been  a cooperative  enterprise  involving 
eight  independent  hospitals  and  Brown 
University  sharing  a common  goal  and 
responsibility  in  providing  continuity  to  the 
process  of  producing  physicians. 

Most  of  these  ingredients  have  been 
assembled  at  Brown  during  the  past  years, 
sometimes  with  ease  and  sometimes  with 
difficulty.  Some  aspects  are  functioning 
effortlessly  and  some  have  not  yet  been  weaned 
from  the  drawing  board. 

Community  Accomplishment 

The  establishment  of  a medical  school  in 
Rhode  Island,  therefore,  had  not  been 
accomplished  without  some  travail  and 
difficulty.  It  did  not  come  to  pass,  certainly, 
because  of  an  isolated  effort  incubated  on 
College  Hill;  rather,  it  required  the  creative 
and  sustained  help  of  the  community  leader- 
ship, the  University  and  its  Corporation,  the 
State  administration  and  legislature,  and,  most 
important,  the  practicing  physicians  of  Rhode 
Island.  The  alliance  of  office-based,  hospital- 
based,  and  University-based  physicians  in 
behalf  of  medical  education  within  our 
community  is  now  an  acknowledged  reality;  it 
may  be  worthwhile  to  review  briefly  the 
circumstances  which  have  initiated  and 
strengthened  these  bands  as  well  as  the  extent 
to  which  formal  medical  education  has  been 
incorporated  into  the  health  care  resources  of 
our  State. 

In  excess  of  one  out  of  every  three  practicing 
physicians  in  the  State  of  Rhode  Island 
currently  holds  some  faculty  appointment  at 
the  Brown  medical  school.  A substantial  part 
of  the  bedside  teaching  of  our  medical  students 
is  supervised  by  the  practicing  internists, 
surgeons,  pediatricians,  psychiatrists,  obstet- 
ricians, and  family  practice  physicians,  as  well 
as  a host  of  other  types  of  practicing  specialist 


physicians.  The  introductory  courses  in 
physical  diagnosis  arc  taught,  in  great 
measure,  by  physicians  of  this  state  who  have 
volunteered  their  services  to  the  medical 
school.  Indeed,  as  one  views  the  complex 
organization  of  this  medical  school,  it  is 
difficult  to  find  an  aspect  or  responsibility 
without  the  substantive  participation  by 
practicing  physicians.  Ihe  medical  school 
Admissions  Committee,  clearly  one  of  the 
most  sensitive  and  responsible  parts  of  the 
administrative  apparatus,  has  always  had  a 
considerable  number  of  practicing  physicians 
on  its  roster.  In  fact,  for  the  last  six  years,  the 
Chairman  of  this  Committee  has  always  been  a 
practicing  private  physician  with  offices  in  the 
Rhode  Island  community.  Our  Curriculum 
Committee,  yet  another  body  with  critical 
influence  in  medical  education,  has  always  had 
members  who  are  physicians  in  private 
practice  and  who  materially  influence  the 
philosophy  and  character  of  our  under- 
graduate medical  education  structure.  The 
medical  school  Committee  on  Continuing 
Medical  Education  also  contains  members 
from  the  private  medical  sector  of  the 
community. 

The  extent  to  which  medical  education  has 
been  integrated  into  the  existing  health-care 
resources  of  Rhode  Island  is  best  illustrated  by 
this  extensive  list  of  institutions,  and  their 
educational  functions. 

Educational  Activities  Conducted  at  Affiliated 
and  Associated  Institutions  of  Rhode  Island  and 
Neighboring  Communities 

A.  Affiliated  Institutions  (for  required 
clinical  clerkships  as  well  as  elective 
excercises  and  research  activities) 

Butler  Hospital,  Providence,  R.I. 

Emma  Pendleton  Bradley  Hospital, 
Riverside,  R.I. 

Memorial  Hospital,  Pawtucket,  R.I. 
Miriam  Hospital,  Providence,  R.I. 
Rhode  Island  Hospital,  Providence,  R.I. 
Roger  Williams  General  Hospital, 
Providence,  R.I. 

Veterans  Administration  Hospital,  Davis 
Park,  Providence,  R.I. 

Women  and  Infants  Hospital  of  Rhode 
Island,  Providence,  R.I. 

B.  Associated  Institutions 

Blackstone  Valley  Community  Action 
Program,  Inc.,  Central  Falls,  R.I. 
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Clinical  rotation  for  family  practice 
resident  physicians;  clinical  electives  in 
primary  care;  continuing  education  for 
health  professions  staff. 

Bristol  County  Medical  Center,  Bristol, 
R.  /. 

Preceptorial  programs  for  third  and 
fourth  year  medical  students;  clinical 
electives  in  primary  care;  continuing 
medical  education  for  practicing 
physicians. 

Day-Kimhall  Hospital,  Putnam,  Conn. 
Elective  clerkships  in  primary  care  and 
community  health;  continuing  medical 
education  programs  for  physicians  in  the 
Northeastern  Connecticut  area. 
Department  of  Mental  Health,  Retarda- 
tion and  Hospitals,  R.l.  (Institute  of 
Mental  Health,  Center  General  Hospital, 
Ladd  School,  Zambarano  Hospital) 
Elective  clerkships  in  psychiatry,  rehabili- 
tation medicine  and  community  health; 
joint  programs  in  graduate  medical 
education;  programs  in  continuing  medi- 
cal education  for  physicians  employed  by 
the  Department. 

Jewish  Home  for  the  Aged,  Providence, 
R.l. 

Long-term  care  clerkships  in  community 
health;  clinical  electives  in  geriatrics. 
Meeting  Street  School,  East  Providence, 
R.l. 

Electives  in  pediatric  neurology  and 
developmental  pediatrics. 

Morton  Hospital,  Taunton,  Mass. 
Continuing  medical  education  for 
practicing  physicians. 

Newport  Hospital,  Newport,  R.l. 

Elective  clerkships  in  psychiatry  and  com- 
munity mental  health;  continuing  medical 
education  programs  for  physicians  in  the 
Newport  area. 

Planned  Parenthood  Association  of 
Rhode  Island 

Clinical  electives  in  family  planning. 
Providence  Mental  Health  Center,  Inc., 
Providence,  R.l. 

Elective  clerkships  in  psychiatry  and  com- 
munity mental  health;  residency  training 
in  psychiatry  and  community  mental 
health. 

Rhode  Island  Group  Health  Association 
Clerkship  in  community  health;  electives 
in  primary  care. 


Rhode  Island  Health  Services  Research 
(SEA  RCH),  Providence,  R. I. 

Community  health  clerkship;  elective 
courses,  clerkships,  or  research  programs 
in  health  services  research,  data  analysis, 
health  planning,  and  health  care 
organization. 

I'he  Learning  Center,  Providence.  R.  1. 
Clinical  and  didactic  exercises  for  medical 
students  in  the  education  and  care  of 
children  with  severe  developmental  and 
neurologic  problems. 

Vnion-Truesdale  Hospital.  Eall  River, 
Mass. 

Clinical  electives  in  primary  care, 
community  health  and  diagnostic  radio- 
logy; continuing  medical  education  for 
practicing  physicians. 

It  has  been  said  that  medical  education  at 
Brown  has  become  part  of  the  fabric  of  the 
University.  Without  denying  the  accuracy  of 
this  observation,  it  is  safe  to  note  further  that 
the  effectiveness  of  this  educational  enterprise 
is  resolutely  bound  to  its  integration  as  well 
with  the  practicing  physicians  and  health  care 
institutions  of  our  community. 


Division  of  Biology  and  Medicine 
Broun  University  Box  Ci 
F’rovidence,  Rl  02912 


# 


NOTICE 

Deadline  Nears; 

Submit  1977  CHAMPUS  Claims 

December  31,  1978  is  the  deadline  for 
submitting  1977  claims  underthe  Civilian 
Health  and  Medical  Program  of  the 
Uniformed  Services  (CHAMPUS).  Any 
claim  for  care  received  between  January 
1,  1977  and  December  31,  1977  that  is 
not  submitted  by  the  deadline  cannot  be 
paid. 
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THREE4N-ONE 
THERAPY 
AGAINST  TOPICAL 
INFECTION 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 

Eschenchia 

Proteus 

Comtebactenum 

Streptococcus 

Pneuruococais 


Bacitracin 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococats 


Polymyxin  B 

Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Eschenchia 


Neosporiri 
Ointment 

(Polymyxin  B-Badtracin-Neomycin) 

This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitm  overlapping  antibacterial  action  of 
Neosporin*  Ointment  (polymjTdn  B-bacitracin-neomycin). 


Ointment 

(Polymyxin  B-Bacitracin-Neomycin) 


Each  gram  contains:  Aerosporin'  brand  Polymyxin  B 
Sulfate  5,000  units:  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz 
and  1,^32  oz  (approx  ) foil  packets. 

WARNING;  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
jxercised  when  using  this  product  in  treating  extensive 
'■""MS,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  If  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-contalning  products  to  control 
secondary  infection  m the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  IS  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 


The  Blue  Shield  Plan:  Unique  Partnership 
Between  Physicians  and  the  Public 


Partnership  Represents  A Response  To  The 
Real  Needs  Of  The  Public 


Bv  Douglas  .1.  McIntosh 

^N^ext  year  marks  the  30th  anniversary 
of  Blue  Shield  of  Rhode  Island.  There  will  be 
much  to  celebrate.  The  unique  blend  of  leaders 
from  the  medical  field  and  from  commerce  has 
grown  into  an  organization  which  has  gone 
well  beyond  its  chartered  role  as  a prepayment 
mechanism.  Blue  Shield  has  evolved,  by 
necessity  and  design,  from  an  unsophisticated 
claims  processing  agent  to  a legitimate  social 
force,  destined  to  enhance  our  health  care 
system. 

In  the  mid-40’s,  with  war  the  national 
preoccupation,  a poll  requested  by  the  Rhode 
Island  Medical  Society  showed  that  Blue  Cross 
subscribers  were  overwhelmingly  in  favor  of  a 
prepaid  surgical  plan.  Soon  after  the  war  the 
Society  held  exploratory  discussions  with  the 
Hospital  Services  Corporation  (Blue  Cross), 
based  on  a mutual  recognition  of  the  Rhode 
Island  public’s  need  for  a voluntary  system  of 
medical  care  delivery  and  financing  on  a state- 
wide level. 

Voluntary  was  a key  word.  Blue  Cross 
president  Kenneth  D.  MacColl  wrote  this  to 
the  Rhode  Island  Medical  Society:  “If  the 

Rhode  Island  Medical  Society  intends  to  do  its 
share  to  reduce  demand  for  compulsory  health 
programs  such  as  recently  introduced  in  the 
Congress,  then  it  will  find  that  only  enrollment 
of  a high  percentage  of  the  population  will  be 
an  effective  argument.  It  is  our  sincere  belief 
that  the  Society  and  Blue  Cross  working  hand 

DOUGLAS  J.  McIntosh,  President,  Blue 
Cross  and  Blue  Shield  of  Rhode  Island 


in  hand  as  local  organizations  can  do  a job 
which  would  set  the  pace  for  the  rest  of  the 
ountry.”  Doctors  from  the  Rhode  Island 
Medical  Society  formed  Physicians  Service, 
which  became  a partner  with  the  Hospital 
Corporation  of  Rhode  Island  in  November 
1949. 


Blue  Cross 
Blue  Shield 

of  Rhode  Island 


Two  weeks  before  Christmas  of  1949 
Stanley  H.  Saunders,  Blue  Cross  executive 
dirctor,  returned  from  a brainstorming  session 
at  the  Medical  Society,  where  fee  structures 
and  benefits  were  being  prepared.  Saunders 
penciled  in  a reminder  at  the  bottom  of  an 
agenda  pad  items  he  considered  essential  to 
cover: 

1 . Newborn  at  1 4 days  and  cover  to  age  1 9. 

2.  Maternity  after  7 months. 

3.  Right  to  continue  after  leaving  job. 

These  jottings  appear  so  simple  now  when 

we  compare  them  with  current  concern  over 
complex  medico-legal,  ethical  and  social 
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questions.  Yet  those  basic  benefit  notations 
were  crucial  in  making  a comprehensive  Blue 
Shield  Plan  available  to  everyone.  And  they 
stood  out  in  sharp  contrast  to  the  limited 
insurance  policies  which  excluded  infants,  the 
pregnant,  the  unemployed,  the  ill,  or  the  aged. 

I his  same  concern  for  melding  medical  and 
business  skills  was  demonstrated  in  approval 
of  the  first  I’hysicians  Service  contract,  in 
March.  1950:  “hull  payment  for  surgery  ren- 
dered persons  in  the  lower  income  groups  is 
guaranteed  by  the  physicians  of  Rhode 
Island. ..when  such  person  is  covered. ..by 
I’hysicians  Service.” 

Rapid  Growth:  Citizens  and  Physicians  Jump 
on  the  Bandwagon 

We  were  in  an  era  when  the  federal 
government  was  in  agreement  with  our  joint 
philosophy,  echoed  in  this  1954  address  by 
President  Eisenhower:  “1  he  best  way  for  our 

people  to  provide  themselves  with  resources  to 
obtain  good  medical  care  is  to  participate  in 
voluntary  health  insurance  plans.” 

Obviously.  Rhode  Islanders  agreed.  At  the 
5th  Annual  Physicians  Service  Meeting, 
Doctor  Joseph  C.  O’Connell,  Rhode  Island 
Medical  Society  president,  reported:  “In  the 

short  space  of  four  years  we  have  enrolled  over 
400,000  subscribers,  an  estimated  50.5  per  cent 
of  the  state  population.  That  ranks  us  second 
in  the  country.” 

Participation  of  physicians  paraded  rapid 
membership  growth.  Physicians  Service  was 
designed  as  a plan  relying  on  physicians  who 
would  agree  to  accept  a specific  set  fee  for  a 
service.  For  the  plan’s  success,  a large 
percentage  of  physicians  throughout  the  state 
would  have  to  participate.  They  did  — nearly 
unanimously  from  the  start.  There  is  little 
doubt  that  the  public  would  not  have  so 
enthusiastically  joined  a fledgling  medical 
insurance  plan  if  they  couldn’t  go  to  doctors 
their  familes  had  known  and  trusted  for  years. 
Neither  would  physicians  have  embraced  the 
concept  without  realization  that  this  was  a plan 
that  originated  with  physicians:  a plan  that 

reflected  a genuine  professional  concern  for 
patients’  access  to  quality  care  at  a reasonable 
price. 

Standing  Still  Is  Going  Backwards:  Blue 
Shield  Surges  Ahead 

From  a few  pages  of  fee  schedules  covering 
the  most  common  surgical  procedures.  Physi- 


cians Service  began  to  expand  its  ideas  of 
health  care  benefits.  Not  everyone  agreed.  Our 
limits  were  questioned,  but  the  state’s  attorney 
general  cleared  the  air  in  August  1957  with  this 
sweeping  declaration:  “It  follows  that  Blue 

Cross  and  Physicians  Service  have  the 
authority  and  power  under  their  charters  to 
make  all  such  contracts  as  may  be  suitable, 
desirable,  or  necessary  to  carry  out  the  purpose 
of  establishing,  maintaining,  and  operating  a 
non-profit  hospital  service  plan  and  a non- 
profit medical  service  plan.”  I'he  seeds  of 
expanded  benefits,  such  as  Major  .Medical, 
and  a broader  role  in  health  care  decision- 
making, were  now  taking  root. 

By  1960  handicapped  children  over  19  were 
allowed  to  remain  indefinitely  under  family 
memberships.  And  reduced  special  rates  were 
developed  for  college  students.  Major  Medical 
was  offered  on  a jointly-underwritten  basis  in 
1962,  marking  the  first  step  toward  catastro- 
phic coverage.  Sales  of  this  benefit,  which 
supplemented  basic  Blue  Cross  and  Blue 
Shield  contracts,  were  astonishingly  rapid. 

In  the  late  Sixties,  Blue  Shield  and  the 
medical  profession  developed  its  finest  pack- 
age of  medical-surgical  benefits,  the  “paid-in- 
full”  Plan  100  package,  which  made  the  A and 
B indemnity  plans  all  but  obsolete.  By 
November  1969,  117,000  Rhode  Islanders 
already  had  paid-in-full  benefits  for  wide- 
ranging  covered  services  under  Plan  100. 

Blue  Shield  Benefits  Subscribers  beyond 
Claims  Payments 

The  objective  of  the  Blue  Shield  Plan 
continues  to  be  to  serve  the  public  by  providing 
comprehensive  protection  against  the  cost  of 
health  care  to  the  largest  number  of  people  at 
the  lowest  possible  cost.  Physician  participants 
should  be  proud  that  more  than  85  percent  of 
the  people  in  Rhode  Island  are  protected  by 
Blue  Shield,  and  that  out  of  the  subscriber 
premium  dollar  92  cents  is  returned  in  benefits. 

Yet  the  obligation,  self-imposed  by  the 
medical  profession,  goes  deeper.  Blue  Shield 
physicians  have  saved  millions  of  subscriber 
dollars  not  only  with  solid  basic  coverage,  but 
with  imaginative,  even  courageous  benefit 
development:  coverage  for  mental  health, 

alcoholism,  prescription  drugs,  vision  care, 
and  health  maintenance  organizations,  among 
many  other  innovative  programs. 

With  the  nation’s  eye  on  climbing  health 
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care  costs.  Blue  Shield  participating  physicians 
have  again  taken  the  leadership  role  by 
establishing  equitable  methods  to  curb  infla- 
tionary pressures.  Utilization  Review  is  but 
one  outstanding  e.xample  of  the  selfless  effort 
of  physicians  to  hold  the  line  on  spending  and 
to  assure  the  quality  and  necessity  of  benefit 
administration,  while  at  the  same  time 
establishing  a mechanism  that  documents  to 
the  general  public  the  integrity  of  claims 
submissions.  Medical  alternatives  to  hospital 
care,  such  as  Same-Day  Surgery,  Home  Care, 
and  Skilled  Nursing  Facilities  have  saved 
added  millions,  enhanced  access,  and  provided 
meaningful  alternatives. 

Other  ventures  in  which  the  medical 
profession  and  Blue  Shield  have  worked 
together  for  the  public  interest  cannot  be 
valued  with  a dollar  amount.  Yet  they  have 
been  vital  to  the  state’s  health  early  fights  for 
polio  and  measles  immunization  and  the  recent 
reemphasis  on  basic  immunization  for  chil- 
dren; e.xpanded  help  for  hemophiliacs;  and 
attempts  to  educate  and  motivate  the  public  to 
help  themselves  by  healthier  lifestyles  through 
programs  such  as  the  jointly  sponsored 
“Change  Your  Mind  About  Your  Body,”  “Tel- 
Med,”  and  the  President’s  Physical  Fitness 
programs. 

A Few  Hard-Working  People  Representing 
Thousands 

All  of  these  goals,  upgrading  the  public 
health  and  holding  the  line  on  health  care 
spending,  could  not  have  been  attained 
without  a joint  effort  of  a relatively  few  people. 
Beyond  the  Blue  Shield  administrative  staff  is 
the  unpaid  dedicated  Blue  Shield  Board  of 
Directors.  These  men  and  women  bring  to  the 
conference  table  broad  skills  which  make  them 
leaders  in  the  community.  They  give  a good 
deal  of  time  to  debate  the  profound 
implications  of  health  financing  and  benefit 
development  and  policy-setting.  The  Blue 
Shield  Board  represents  a partnership  between 
the  medical  profession  and  the  Rhode  Island 
public  a partnership  dedicated  to  reflect  best 
the  equitable  interests  of  each  and  the  willing 
participation  of  both. 

The  Board’s  progressive  policies  have 
contributed  directly  to  the  fact  that 

• 94  per  cent  of  the  practicing  physicians  in 

Rhode  Island  participate  with  Blue  Shield  and 
extend  full  payment  guarantees  to  the 
community. 


• Over  86  percent  of  the  state’s  population 
is  protected  by  Blue  Shield,  and  more  than  70 
per  cent  have  Plan  lOO  for  full  payment  of 
covered  services  by  participating  physicians. 

• The  federal  government  reports  that 
Rhode  Island  Blue  Shield  is  the  most  cost- 
effective  Medicare  administrator  in  the 
country. 

Future  Challenges  Will  Make  Blue  Shield  Even 
Stronger 

Some  view  the  health  care  field  as  no  man’s 
land,  replete  with  disabling  pitfalls.  Certainly 
the  pressures  are  great;  confronting  escala- 
ting costs  and  unresolved  government  plans 
for  national  health.  But  what  others  may  call 
problems.  Blue  Shield  and  its  participating 
physicians  recognize  as  challenge.  We’ve  faced 
similar  challenges  before,  and,  because  of  this 
unique  and  spirited  partnership  between 
physicians  and  the  public,  we  will  prevail  in  the 
best  traditions  of  American  medicine  and 
American  public  service  industry. 

The  accomplishments  of  the  Rhode  Island 
Medical  Society,  Blue  Shield  of  Rhode  Island, 
and  the  Rhode  Island  public  represent  an 
impressive  story,  to  live  or  to  tell.  And  the 
vitality  of  Blue  Shield  of  Rhode  Island  reflects 
the  honest  concern  of  doctors  for  their  pa- 
tients, and,  in  the  broad  sense,  for  the  public  as 
a whole  ultimately,  for  a medical  care 
system  that  responds  to  real  needs, 
compassionately  and  effectively. 


Rhode  Island  Blue  Cross/ Blue  Shield 
444  Westminster  Mall 
F’rovidence,  RI  02903 


RADIATION  PHYSICS 
CONSULTANTS 

Surveys  of  all  x-ray  equipment  and 
facilities  for  compliance  with  the 
new  Rhode  Island  law. 

Qualified  Physicists 

785-9730 


December,  1978 
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The  Rhode  Island  Voluntary  Effort 


Physicians  Have  Joined  The  Hospitals  In 
Focus  Gn  Cost-Effectiveness  of  Care 


B\  Wade  C'.  Johnson 


R^liode  Island  physicians  have  been 
involved  increasingly  in  collaborative  activities 
with  hospitals  which  are  aimed  at  influencing 
favorably  the  cost-effectiveness  of  care,  in  both 
short-range  and  long-range  perspectives, 
fhese  activities  stem  both  from  individual 
efforts  and  from  cooperative  endeavors  of  the 
Rhode  Island  Medical  Society,  the  Hospital 
Association  of  Rhode  Island,  and  individual 
institutions.  Ventures  of  this  nature  tend  to 
affect  in  one  way  or  another  the  professional 
environment  of  all  physicians  in  Rhode  Island. 

The  Voluntary  Effort:  National  Genesis; 
Rhode  Island  Response 

Early  in  1978,  in  response  to  a challenge 
from  Congressman  Daniel  Rostenkowski  to 
the  private  health-care  industry  to  find  a 
viable,  voluntary  alternative  to  pending  legis- 
lation for  “cap”-type  cost  controls,  a national 
program  called  The  Voluntary  Effort  was  rap- 
idly formulated  and  implemented  under  joint 
sponsorship  of  the  American  Medical  Associa- 
tion, the  American  Hospital  Association,  and 
the  Federation  of  American  Hospitals  (pro- 
prietary hospitals).  Suggested  structures  and 
activities  at  the  state  level  for  assessing  and 
maximizing  hospital  cost-effectiveness,  and 
national  goals  for  cost  containment,  were 
reviewed  and  endorsed  by  a national  multi- 
discipline steering  committee — and  then  the 
word  went  out  from  the  national  sponsoring 
organizations  to  their  respective  state  societies 


WADE  C.  JOHNSON,  Presidew,  Hospila! 
Association  of  Rhode  Island,  Providence, 
Rhode  Island 


and  associations:  Form  a joint  “Voluntary 

Effort”  committee  at  the  state  level;  study  the 
national  goals  and  recommendations  and  the 
situation  in  your  own  state;  agree  on  your  own 
program  and  steps  to  implement  it;  and  report 
to  the  national  sponsorship  so  that  it  can  keep 
the  Congress  and  the  public  informed  of  efforts 
and  results. 

In  Rhode  Island  the  response  was  the 
formation  on  January  26,  1978  of  a joint 
Medical  Society/ Hospital  Association  “Vol- 
untary Effort”  committee  composed  of  the 
chief  elected  officer,  the  chief  salaried  officer, 
and  one  other  staff  representative  of  each  of 
the  two  organizations;  the  president  of  the 
association  of  hospital  medical  staff  presidents 
of  Rhode  Island;  and  the  chairman  of  the 
Hospital  Association’s  council  on  third-party 
contracts  and  reimbursement.  Rhode  Island 
has  no  proprietary  hospitals. 

Rhode  Island  Committee  Findings  and  Plans 

This  joint  Committee  at  its  initial  and 
subsequent  meetings  examined  the  Rhode 
Island  situation  and  reported  its  findings  and 
recommendations.  The  highlights  are  these: 

• That  a voluntarily-established  mechanism 
already  in  place  in  Rhode  Island,  which 
effectively  addresses  many  aspects  of  hospital 
cost  containment,  has  already  surpassed  the 
goals  set  by  the  national  Voluntary  Effort  — 
namely,  Rhode  Island’s  prospective  reimbur- 
sement program  conducted  jointly  by  the 
Hospital  Association  of  Rhode  Island,  its 
member  hospitals,  Rhode  Island  Blue  Cross, 
and  the  State  Budget  Office.  This  program  has 
already  brought  the  average  annual  percentage 
of  hospital  cost  increases  in  Rhode  Island  to 
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about  1 0 per  cent,  a rate  roughly  two-thirds  the 
national  average  last  year. 

• That  related  cooperative  voluntary 
efforts,  such  as  review  of  proposed  new 
medical  programs,  hospital  utilization  review 
programs,  and  hospital  shared  services,  which 
have  existed  here  in  a major  way  for  a number 
of  years,  have  contributed  to  the  good  cost- 
containment  record  cited  above.  It  was  noted 
as  significant  that  all  of  the  voluntary  hospitals 
in  Rhode  Island  have  been  approved  by  the 
Rhode  Island  ITofessional  Standards  Review 
Organization  as  fully  delegated  and  qualified 
to  conduct  the  reviews  required  by  and  for  that 
organization. 

• That  the  joint  planning/ programming 
mechanism  of  hospitals  and  their  medical 
staffs,  now  being  organized  by  the  Hospital 
Association  of  Rhode  Island,  should  further 
strengthen  the  effort  to  advance  cost- 
containment,  appropriate  quality,  and  effec- 
tiveness of  hospital  services  in  the  future.  The 
structure  for  this  effort  brings  together  equal 
representation  from  the  medical  staff,  the 
governing  board,  and  the  administration  of 
each  of  the  hospitals  seeking  to  address  jointly 
the  tough  issues  of  how  to  set  priorities  for 
using  finite  resources  for  the  future  of  health 
care  services  in  Rhode  Island. 

Future  Plans  for  Liaison  and  Solicitation  of 
Suggestions 

The  Rhode  Island  Joint  Voluntary  Effort 
Committee  at  its  late-September  meeting 
agreed  that,  while  it  should  retain  its  identity  as 
a core  committee  of  provider-related  repre- 
sentatives, it  will  shortly  be  inviting  the  major 
purchasers  and  insurers  of  health  care  in 
Rhode  Island  to  join  in  a cost-containment 
liaison  committee  through  which  we  can  report 
the  results  and  plans  of  the  Voluntary  Effort 
and  invite  ideas,  concerns,  and  questions  from 
these  outside  groups.  Early  dialogue  is  also 
contemplated  with  the  Rhode  Island  Pro- 
fessional Standards  Review  Organization  as  to 
how  its  future  plans  and  ours  may  enhance 
each  other’s  efforts. 

The  statistical  results  nationally  of  the 
Voluntary  Effort  reported  to  date  have  been 
encouraging.  In  Rhode  Island,  where  results 
already  exceed  the  projected  two-year  national 
goal,  we  believe  that  the  appropriate  efforts 
and  structures  for  future  cost-effectiveness. 


with  proper  physician  involvement,  are  falling 
into  place. 


h 

hospit^J  association 
of  riiocie  isianci 

What  meaning  does  all  of  this  have  for  the 
average  physician  practicing  in  the  com- 
munity? We  believe  it  means  that  through  his 
medical  staff  affiliations  and  other  pro- 
fessional organizations  he  will  find  more 
opportunity  to  examine  — and  will  be  held 
more  accountable  for  — outcomes  in  relation 
to  expenditures  for  health  services  over  which 
he  has  some  influence  or  decision-making 
authority.  In  doing  this  he  will  have  better 
tools,  such  as  improved  displays  of  hospital 
discharge  information,  which  can  shed  new 
light  on  the  effectiveness  ( or  ineffectiveness)  of 
various  resources  and  strategies  in  treating 
specific  conditions.  Thanks  to  the  efforts  of 
various  organizations,  we  think  he  can  also 
look  forward  to  more  and  better  cooperation 
and  joint  effort  between  physicians  and  the 
hospital  trustees,  administrative  and  technical 
personnel,  and  other  non-physicians  who  can 
assist  him  in  this  new  way  of  life. 


P.  O.  Bo.x  9627 
Providence,  Rl  02940 


CHIEF  COMPLAINT 

“A  54  year  old  white  male  was  admitted 
complaining  of  right  upper  quardrant 
abdominal  pain,  nausea,  and  vomiting, 
starting  four  days  ago  after  partaking  of 
chicken  at  the  Villa  DiGiovanni 
restaurant.” 

...Extracted  from  a medical  history 


Dfcembfr.  1978 
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Deduction 

Increased! 

from  $7y500  to  $17,310 

Contributions  for  this  new  plan  depend  on  age  and 
compensation. 

Adopt  our  new  plan  before  the  end  of  the  year  to 
take  advantage  of  the  higher  deduction. 

For  further  information  call  (617)  738-7700  or  mail 
in  coupon  below: 

^ew  England  Physicians 
Advisory  Services,  Inc. 

1238  Boylston  Street  Chestnut  Hill,  MA  02167 
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I □ Yes,  I’d  like  more  information.  i 
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I Address I 

I City State Zip j 

I Telephone  Number  1 ] I 
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Or  call  (617)  738-7700 
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Tolinase 

tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 
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The  Rhode  Island  Professional  Standards 
Review  Organization  — Achievement  of  a 
Medical  Care  Review  System 


RIPSRO  Has  Great  Potential  For  Improving 
The  Quality  Of  Medical  Care  And  Reducing 
Costs 


Bv  Alton  M.  Pauli,  MO,  FACP 

Judging  Irom  its  obscure  and  modest 
beginning,  one  vvendd  never  have  thought  in 
1972  that  the  Rhode  Island  Ihofessional 
Standards  Review  Organization  (RIPSRO) 
would  have  achieved  its  present  degree  of 
success.  Its  development  will  be  described  in 
this  paper.  We  believe  that  it  has  further  great 
potential.  Members  of  the  Rhode  Island 
Medical  Society  were  substantially  involved  in 
its  formation.  I he  unqualified  support  of  the 
Rhoile  Island  Society  of  Osteophathic  Phy- 
sicians and  Surgeons  assured  acceptance  of 
our  application.  RIPSRO  was  federally 
lunded  in  .lulv  1974  to  plan  the  implementa- 
tion of  the  medical  care  rev  iew  system.  During 
this  planning  period,  from  July  I,  1974 
through  .liine  30,  1975,  physicians  and  staff 
conducted  on-site  visits  at  area  hospitals, 
e.xplaining  to  physicians  and  other  health  care 
professionals  the  part  they  would  be  asked  to 
play. 

Conditional  Status 

During  the  first  year  of  conditional  status 
under  contract  with  the  Bureau  of  Quality 


\1  1 0\  M PAHI  1 . MD.  1 AC'P,  /7rs/- 
(Icni  RIPSRO:  Assisiani  Clinical  Prn- 

I,  wnr.  Brown  I ni\'cr.sii  \ . Pnision  oj 
Biolo'^\  ami  Mcdn  inc.  Pian'idcm  c.  Rhode 
Island 


Assurance  of  the  Department  of  Health. 
Fducation,  and  Welfare  the  R 1 PSRO  staff  was 
slowly  e.xpanded.  I he  basic  ingredients  of  the 
l ormal  Review  F’lan  of  the  medical  system 
were  formulated.  J hroughout  the  conditional 
period  from  July  I,  1975  to  the  present  an  in- 
depth  assessment  of  hospital  capability  and 
willingness  for  delegation  was  initiated 
through  detailed  evaluation  of  hospital 
Utilization  Review  Plans.  These  plans  were 
evaluated  against  the  RIPSP.O  Delegation 
Criteria  developed  by  practicing  physicians. 
On-site  visits  were  conducted,  peer  review 
meetings  were  held  at  hospital  levels,  and  the 
development  of  a data  system  to  monitor  the 
concurrent  review  system  was  planned. 

Physicians  Recruited 

1 he  governing  body  of  R 1 1’SRO,  comprised 
of  21  practicing  physicians,  was  elected  in 
February  1974  by  the  incorporators  of 
RIPSRO.  Since  that  lime  an  annual  meeting 
has  been  held  every  November  to  elect  re-elect 
both  officers  and  directors.  During  this  period 
RIPSRO  recruited  and  continues  vigorously 
to  recruit  the  physician  population.  .As  of  the 
date  of  this  writing,  RIPSRO  has  in  its 
membership  appro.ximately  85  per  cent  of  the 
doctors  of  medicine  and  osteophathy  in  Rhode 
Island.  The  recruitment  percentage  is  one  of 
the  highest  in  the  nation.  RIPSRO  policy  is 
directed  by  a Board  consisting  of  twenty-one 
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Rhode  Island  physicians.  Advising  the  Board 
on  policy  matters  is  an  Executive  Committee. 
For  daily  operations  of  the  organization  the 
Board  delegates  responsibility  to  the  Presi- 
dent Medical  Director,  who  is  accountable  to 
the  Board. 

I he  Board  and  F’resident  Medical  Director 
arc  supported  by  8 active  committees  which 
promote  the  goals  and  objectives  of  the  I’SF'iO 
program  in  hospitals  and.  in  the  near  F uture,  in 
other  health  care  institutions  as  well.  The  total 
membership  comprises  140  physicians. 

What  is  a medical  care  review  system?  4 he 
three  hospital  review  system  components  are 
the  basis  ot  the  RIF’SRO  program.  Conciirreni 
review  certifies  the  necessity,  the  appropriate- 
ness. and  the  quality  of  services  during  the 
hospital  episode  and  assures  that  Medicare 
and  Medicaid  payments  will  be  madeaslongas 
the  patient  is  eligible  and  services  prov  ided  are 
covered  benetits  of  the  program. 

Medieal  eare  evaluation  ( MCE)  studies  con- 
stitute a Form  oF  health  care  review  in  which 
an  in-depth  assessment  is  made  of  the  quality 
ol  the  health  care  services.  These  studies  are 
designed  to  assure  that  the  health  care  services 
are  appropriate  to  the  patients’  needs,  of  good 
quality,  and  timely. 

The  third  ingredient  of  the  system  is  profile 
analysis.  1 his  mechanism  is  a form  of 
retrospective  review  in  which  aggregated 
patient  care  data  are  subject  to  pattern  analysis 
by  physicians. 

All  Rhode  Island  Hospitals  Delegated 

Since  December  1977  all  acute  care  hospitals 
in  Rhode  Island  have  been  Fully  delegated  by 
RIF’SRO.  1 hese  hospitals  have  been  monitor- 
ed on  a quarterly  basis  and  at  other  specified 
times  when  difficulties  are  recognized.  I'he 
Utilization  Review'  Committee,  which  makes 
decisions  regarding  delegation,  is  comprised  of 
representatives  From  each  of  the  15  short-stay 
hospitals.  Thus,  all  hospital  medical  stalls  are 
directly  involved  in  the  decisions  of  the 
committee  and  are  in  a position  to  channel 
appropriate  inlormation  to  their  respective 
medical  stalls  about  the  work  of  the  PSRO. 

I he  Medical  Care  Evaluation  Committee  of 
RIF’SRO,  comprised  of  representatives  From 
each  of  the  short-stay  hospitals,  perlorms 
areawide  MCE  studies,  and  reviews  the 
individual  audits  submitted  by  each  of  the 
hospitals.  The  committee  is  committed  to 


placing  great  emphasis  on  evaluation  oF 
improvement  in  patient  care  by  the  carrying 
out  ol  restudics.  Ihis  emphasis  will  be  a 
priority  concern  ol  RIF’SRO  during  1979. 
Continuing  medical  education  will  be  directed 
to  the  needs,  il  any.  as  delined  by  prolile 
analysis.  Ihe  First  study  on  pidmonary 
embolism  has  recently  been  completed. 

Profile  Analysis  and  Data  Use 

The  deliverv  ol  health  care  is  an  extremely 
complex  process  determined  not  only  by  the 
demographic  ami  diagnostic  descriptors  of 
each  patient  but  also  by  the  philosophy  ol  the 
phvsician  and  the  dillerent  treatment  patterns 
that  he  may  choose. 


RIPSRO 

quality  health  care 


A poweiiul  tool  lor  quality  and  cost  control 
is  the  technique  ol  prolile  analysis.  I his 
retrospective  review  data  on  patients,  hospi- 
tals, providers,  diagnoses,  or  operation 
categories  can  be  compared  in  terms  ol 
utilization  and  outcomes.  Fboblems  appearing 
as  anomolies  in  these  profiles  can  be  subjected 
to  Further  investigation  b\  RIf’SRO  phy- 
sicians to  determine  the  level  ol  acceptable 
variations.  Our  organization  has  developed  a 
basic  operational  plan  to  support  prolile 
analysis  activity. 

Long  Term  Care 

A long-term  care  plan  submitted  to  the 
Department  ol  FIEW  last  spring  has  been 
approved  and  was  funded  lor  implementation. 

Ihe  I^IF’SRO  long-term  care  quality 
assurance  program  will  replace  utilization 
review  and  medical  review  in  skilled  nursing 
Facilities.  However,  the  Rhode  Island  Depart- 
ment of  Health  w ill  remain  under  contract  with 
the  Medicaid  agency  to  perlorm  continued 
stay  review  lor  patients  at  the  intermediate  care 
Facilities  ( ICT-s). 
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It  IS  expected  that  the  program  will  be 
implemented  in  the  skilled  nursing  facilities 
early  in  1979.  Initially  one  delegated  hospital 
and  two  skilled  nursing  facilities  have  been 
chosen  to  field-test  the  review  methodology  for 
a'ninetv-day  period.  The  existing  utilization 
review  mechanism  in  the  nursing  facilities  and 
those  operated  by  Medicare  and  Medicaid  will 
remain  in  place  until  RIPSRO  is  ready  to 
assume  responsibility  in  each  facility.  For 
long-term  care  review  RIPSRO  plans  to 
recruit  physician  advisors  from  the  nursing 
home  staffs  and  from  a list  of  200  physician 
volunteers  who  have  made  application  to 
RIPSRO. 

Single  System 

RIPSRO  IS  a dynamic  and  growing 
organization  with  a clear  goal  in  mind;  A 
single  review  system  for  the  State  of  Rhode 
Island,  both  in  the  hospital  and  in  long-term 
care  settings  under  professional  direction. 
Increased  volume  will  reduce  overall  review 
costs  and  will  provide  greater  opportunity  for 
in-depth  monitoring  of  the  population  that  will 
be  subject  to  review.  The  current  partnership 
between  the  medical  profession  and  the  federal 
government  through  the  PSRO  mechanism 
will  have  a greater  likelihood  of  survival  if  it 
has  the  continued  support  of  both  physicians 
and  other  health  care  providers. 

Conclusion 

1 he  ingredients  for  the  continued  success  of 
PSROs  and  for  R 1 PSRO  are  clear.  There  must 
be  a medical  profession  that  understands  and 
supports  the  PSRO  concept,  a skilled  and 
talented  staff  both  in  the  hospitals  and  in  the 
nursing  homes,  adequate  public  and  private 
funding,  and  recognition  by  funding  agencies 
of  qualitv  assurance  in  the  health  care  field. 
R ISPRO  has  made  great  strides  in  implement- 
ing the  federal  law.  The  PSRO  program  will 
continue  to  have  impact  and  will  continue  to 
serve  the  needs  of  federal  beneficiaries.  W’e 
believe  further  that  the  .Ancillary  Services 
Review  Program,  which  is  now  in  operation, 
has  a considerable  potential  for  reducing  costs. 
Flow  ever,  to  achieve  these  goals  the  strong 
commitment  of  the  physicians  of  Rhode  Island 
already  in  evidence  is  essential. 
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Newport  Historic  Hill 
Mansion  Condominiums 

The  refined  gracefulness  of  this  19th  Century 
mansion  will  be  a source  of  pride  to  any  owner. 
Spacious  rooms,  many  fireplaces,  parquet  floors 
and  fine  detailing  evoke  the  satisfactions  of  the 
past.  New  electric,  plumbing,  kitchens  and  baths 
provide  the  comforts  of  the  present.  Parking 
provided.  Close  to  yacht  club.  Townhouse 
$74,900.  Two  bedrooms  $57,900.  849-3294 


FOR  SALE 

NUCLEAR 

MEDICINE 

SCANNER 

Raytheon  Dual  Probe 
R — 337 

Contact: 

Mr.  John  G.  Hines 
(401)  274-1500 


Rhode  Isl.and  Medic.al  Journal 


Are  you  protected  if  your 
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SEARCH:  A Review  of  a Joint  Venture 


Represents  A Consortium  For  Maintaining 
Data  Systems  And  Conducting  Research 
Responsive  to  Government  And  Private 
Requirements 


/^r  .lames  I’.  Cooney,  .Ir.  PhD 

,A.n  editorial  (1970)  in  the  Providenee 
Evening  Bulletin'  commenting  on  the  new 
recently  established  Rhode  Island  Health 
Services  Research  (SEARCH)  corporation 
viewed  it  as  a “constructive  and  welcome 
development”  not  only  for  its  potential  service 
to  the  community,  but  also  as  a mechanism  for 
bringing  together  for  the  public  good  “diverse 
interests”  represented  by  the  founding  organi- 
zations. “Each  of  the  organizations  has  its  own 
competency  to  contribute  to  (such)  an 
undertaking.” 

The  Rhode  Island  Medical  Society  was  one 
of  the  original  eight  organizations*  and 
agencies  which  cooperated  in  the  formation  of 
SEARCH.  As  a consequence,  the  accomplish- 
ment of  the  SEARCH  goals  and  objectives 
since  its  incorporation  as  a not-for-profit 
consortium  in  1970  has  involved  the  Rhode 
Island  Medical  Society  as  an  organization,  and 
its  members  as  individuals.  While  specific 

*The  other  founding  organizations  were  Blue  Cross- 
Blue  Shield;  Rhode  Island  Department  of  Health; 
Brown  University;  Health  Planning  Council;  Depart- 
ment of  Mental  Health.  Retardation,  and  Hospitals; 
Hospital  Association  of  Rhode  Island;  Board  of 
Regents  for  Education.  In  1976  the  Rhode  Island 
Professional  Standards  Review  Organization,  Inc. 
jomed  the  consortium  organizational  membership. 

.lAMES  P.  COONEY,  JR.,  PhD,  Chief  Exec- 
utive Officer,  Rhode  Island  Elealth  Services 
Research,  Inc.,  Providenee.  Rhode  Island 


involvement  may  be  more  implicit  than 
e.xplicit,  each  of  the  sponsoring  organizations 
has  played  a critical  role  in  the  continuance  of 
the  SEARCH  organization. 

Organizational  Role  and  Objectives 

The  original  role  of  SEARCH  as  defined  by 
the  founding  consortium  was  “for  the  purpose 
of  conducting  or  procuring  the  conduct  of 
studies,  surveys,  research  or  demonstration 
projects,  and  other  related  activities  designed 
to  e.xplore,  encourage,  and  evaluate  various 
means  of  effecting  improvements  and  changes 
in  the  delivery  of  personal  health  services  with- 
in Rhode  Island  which  are  professionally  and 
publicly  acceptable;  which  result  in  the 
equitable  and  effective  access  to  and  distribu- 
tion and  proper  utilization  of  public  and 
private  health  services;  and  which  lead  to  the 
increased  effectiveness  thereof.”-  The  role 
could  best  be  characterized  as  one  focusing  on 
applied  research  problems  and  evaluation 
efforts  related  to  the  health  delivery  system.  In 
1974  the  original  role  was  expanded  beyond 
research  and  evaluation  to  include  that  of  an 
informational  center  for  health  statistics.^ 

Characteristics  of  the 
Joint  Venture 

Despite  the  evolutionary  character  of  the 
SEARCH  program,  certain  “givens”  appear 
implicitly  at  the  beginning  of  the  organization 
and  remain  today.  Those  “givens”  are  perhaps 
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best  understood  through  the  nature  of  the 
eonsortium  joint  venture  eharacteristics: 

• Every  organization  represented  in  the 

consortium  shares  a common  interest 
through  SEARCH:  the  need  for  data 

and  technical  assistance  in  its  use. 

• Each  consortium  organization  should 
depend  upon  SEARCH  tor  a needed 
service  or  spectrum  of  services. 

• 1 he  member  organizations  both  govern 
and  use  the  services  of  SEaXRCH. 

• SEARCH  provides  a neutral  ground  to 
all  organizations  for  the  purpose  of  data 
maintenance  and  uniformity  of  analysis. 
Each  organization  through  SEARCH 
has  access  to  a uniform  fact  base, 
although  the  interpretation  ol  the  fact 
base  (not  a function  of  SEARCH)  may 
\ary  among  the  organizations. 

• SEARCH  provides  to  each  organization 
of  the  consortium  technical  assistance 
that  might  otherwise  not  be  available, 
such  as  collection  methods,  data  organi- 
zation for  analytic  purposes,  and  special 
problem  analysis  related  to  health  care 
research  and  evaluation. 

• The  smooth  operation  of  the  total 
consortium  should  result  in  economy  of 
scale  by  producing  a single  specialized 
technical  resource  rather  than  dupli- 
cative effort,  providing  an  economy  to 
both  provider  and  user.  Einally,  and  not 
necessarily  facetiously,  the  economy  of 
debate  focuses  on  interpretation  of 
trends  and  patterns  rather  than  debate 
over  who  has  the  correct  information. 

• SEARCH  assists  the  members  of  the 
consortium  both  unilaterally  and  multi- 
laterally.  SEARCH  is,  at  least  in 
concept,  part  of  each  organization  of  the 
consortium  and  an  extension  of  each 
organization.  Consequently,  the  concept 
of  reciprocity  is  the  only  factor  that  will 
make  this  organization  work. 

• Each  member  organization  must  give 

SEARCH  a reason  for  function,  and 
SEARCH  in  return  provides  to  the 
iirganization:  access  to  information 

and  technical  resources  for  use  that 
didn't  exist  before  the  development  of 
SEARCH,  or  access  to  improved 
information  and  expanded  technical 
resources;  and  equal  and  uniform  data 
access  among  the  organizations. 


cconoim  ol  cllort  to  the  prmiticrs  ol 
information,  and  appropriate  aiul  con- 
trolled use  of  the  information. 


SEARCH 


SEARCH  was  created  and  maintained 
basically  as  a health  information  and  research 
evaluation  resource  lor  Rhode  Island.  While  it 
is  governed  jointly  by  a group  of  organizations, 
the  resource  is  not  limited  only  to  those 
organizations.  Any  organization  or  individual 
can  have  access  to  the  SEARCH  technical  and 
informational  resources  by;  I)  contract  for 
service  such  as  special  research  evaluation 
studies  or  informational  analysis  developed 
from  existing  data  resources;  2)  use  of 
generally  available  reports  on  health-related 
patterns  and  characteristics  of  the  population 
and  delivery  system.  Such  access  is  limited, 
however,  by  relevance  of  the  request  to  overall 
program  objectives  and  existing  organiza- 
tional capacity. 

The  development  and  maintenance  of  an 
organizational  capacity  including  both  data 
and  persons  technically  trained  in  the 
collection  and  analysis  of  data  is  a continuing 
problem  for  SEARCH.  Basically  the  organiza- 
tion is  fiscally  maintained  from  a “soft"  money 
base  and  with  no  guarantee  as  to  duration  or 
amount.  A minimal  core  staff  and  informa- 
tional base  must  be  maintained  for  organiza- 
tional viability,  with  capacity  to  expand  as 
needs  dictate.  Despite  the  ebb  and  flow  of 
contractual  dollars,  the  organization  has  been 
able  both  to  expand  and  to  maintain 
informational  resources  and  keep  a core 
technical  staff  available.  The  existing  capacity 
is  not  as  great  or  as  responsive  as  we  all  would 
like.  However,  given  the  continuing  unknown 
vagaries  of  changing  information  and  research 
needs,  what  has  been  done  should  not  be 
forgotten. 


SEARCH:  A REVIEW  OE  A JOINT  VENTURE 
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Informational  Bases 

1 liroiigh  a variety  ot  funding  mechanisms 
(public  and  private,  local  and  national)  and 
collection  and  access  mechanisms,  the  follow- 
ing general  minimum  data  bases  are  available 
to  SI' ARC'li : general  population;  vital  events; 
health  manpower  and  facilities;  short-term 
hospitals  and  long-term  care  institutions; 
ambulatory  service  patients;  health  care 
expenditures;  and  population  health  behavior, 
attitudes,  and  expenditures. 

All  of  the  data  bases  with  the  exception  of 
health  care  expenditures  restrict  geographic 
location  to  the  census  tract  level.  However,  no 
individual  is  identified  by  name  within  the  files. 

1 herefore,  while  studies  or  profiles  of  health 
status,  behavior,  or  resources  can  be  done  for 
small  geographic  areas  within  the  state,  no 
individuals  are  identified  or  are  identifiable  in 
the  statistical  aggregates. 

While  all  of  the  data  files  currently  exist, 
they  have  been  individually  developed  at 
various  times  over  the  past  eight  years  as 
dictated  by  local  needs  and  resource  availa- 
bility. 

Use  of  Informational  Bases 

The  data  bases  form  the  core  informational, 
but  not  the  sole  informational  resources  of 
SEARCH.  Aggregation  of  these  data  bases 
occurs  for  the  purposes  of  general  statistical 
publications  such  as  the  corporation’s  Profiles 
from  the  Health  Statistics  Center  ( 1 5 have  been 
published  since  1973);  and  special  research  and 
evaluation  studies  or  special  informational 
publications  contracted  for  by  a variety  of 
local  and  national  organizations.  While  it  is 
difficult  precisely  to  quantify  the  number  of 
special  studies  or  informational  publications 
proposed  by  SEARCH,  the  number  now 
exceeds  150.  Over  and  above  special  studies 
and  general  purpose  publications,  the  corpora- 
tion responds  to  an  ever-increasing  number  of 
ad  hoc  requests  for  information  or  technical 
assistance.  During  the  past  twelve  months  the 
number  of  such  requests  exceeded  300. 

The  joint  endeavor  that  is  SEARCH  is  the 
result  of  a blend  of  several  components  — the 
organizational  form  of  the  consortium,  the 
governance  structure,  the  data  bases,  the 
products  and,  not  the  least,  the  staff,  skilled  in 
\arious  disiplines  related  to  health  statistics 
ano  heir  application  to  health  delivery.  In  a 
pap  published  in  the  Rhode  Island  Medical 


Journal  in  1974,’  the  former  Executive 
Director,  Doctor  H.  Denman  Scott,  com- 
mented on  the  growth  of  the  Search  Staff  both 
in  number  and  expertise.  He  enumerated  the 
staff  level  skills,  which  continue  to  be  available 
and  include  demography,  medical  sociology, 
economics,  biostatistics,  health  care  informa- 
tion, nursing,  and  computer  science.  The  staff 
has  increased  to  almost  50  persons.  The 
corporation  has  also  created  advisory  mecha- 
nisms to  provide  expert  guidance  in  specific 
projects.  An  example  is  the  Professional  and 
Scientific  Advisory  Board,  a committee 
composed  of  experts  outside  the  corporation 
governance  and  staff  structure,  which  reviews 
the  total  program  of  the  corporation  and  its 
general  direction.  The  Physicians  Advisory 
Committee,  another  example,  comprises  a 
group  of  Rhode  Island  physicians,  who  advise 
corporation  staff  in  the  use  of  the  clinical 
medical  aspects  of  the  various  data  bases. 

As  with  any  joint  endeavor,  not  only  the 
maintenance  but  the  continued  growth  of 
SEARCH  depends  upon  a continued  reaffir- 
mation and  strengthening  of  the  various 
components  in  the  mix.  This  is  as  true  of  the 
data  bases  as  it  is  of  the  staff  and  as  it  is  of  the 
products  of  the  corporation  program. 

Doctor  Scott  stated  in  1974:^  “If  SEARCH 
as  an  organization  is  to  amount  to  anything 
over  the  long  haul,  it  must  define  a role 
whereby  a central  core  of  health  data  can  be 
jointly  defined  and  controlled,  and  the 
interests,  needs,  and  realities  of  both  the  public 
and  the  private  sectors  are  considered. 
...SEARCH  represents  a rare  arena  in  which  it 
may  be  possible  to  complete  and  maintain  data 
systems  and  conduct  research  studies  which 
are  responsive  to  governmental  and  private 
requirements...”  That  observation  is  as  true  of 
our  joint  effort  today  as  it  was  in  1974. 
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Rl  Health  Serviees  Researeh,  Ine. 
56  Pine  Street 
Providence.  RI  02903 


Profile  "20" 

Results  in 

Lowering  Medical  Costs 


WE  MAKE  HOUSECALLS  IN  THE 
BLACKSTONE  VALLEY  AREA  TO 
TAKE  ELECTROCARDIOGRAMS. 

For  appointment,  call  725-2012 

THE  DOCTOR'S  LABORATORY,  INC. 
Pawtucket,  R.  I.  02860 


f\ti  o.n« 

L: 

iPPiCE  SUPOi 
CO 

ATTRACTIVE  & FUNCTIONAL 
OFFICES 


By  BENL  CO.Division  of  National  Office  Supply  Co. 


Designers  & Suppliers  of  Offices 

Lease  Plans  Available 

36  Branch  Ave.,  Providence,  R.l.  02904 
(Branch  Ave.  Exit  Route  95)401,-274  9000 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

lOTAL  PROTEIN 

ALBUMIN 

G1  OBULIN 


ALK.  phosphatase 
LDH 
SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUN 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


DIRECTOR 

ANGELO  VITICONTE.  A.  B.  M.  T. 


ASCANIO  Dl  PIPPO  DONALD  MATTERA 
Ph.  D.  B.S.  M.T.  (ASCP) 


December.  1978 
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Blackstone 


Easier  for  you,  nicer  for  them. 


• SamC'Day  Surgery  taciliries  tor  general  surgeons, 
gynecologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngologists,  orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  St  aft 

• General  anesthesia 

• Block  hookings 

• McKlern,  pleasant  environment 

• Nursing  staft  exclusively  oriented  to  the  amhula' 
tory  surgical  patient 

• Easy  access  trom  Route  95;  plenty  ot  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  tor  Free  Standing 
Ambulatory'  Surgical  Care 

Call  728-3800  tor  more  intonnation  and  hookings. 

Blackstone  Valley  Surgicare,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 
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and  the  AMA 


Major  Health  Care  Concerns  Of  Physicians 
And  The  Public  Currently  Revolve  Around 
The  Cost  Issue 


By  lom  Nesbitt,  MD 


IN^edical  Associations  of  all  sizes  and  phy- 
sicians are  being  challenged  by  the  health  care 
delivery  sector  these  days.  However,  unlike 
the  usual  challenges — challenges  to  help 
provide  an  atmosphere  in  which  physicians  can 
deliver  higher  quality  care  in  ever  increasing 
quantities — these  ask  the  societies  to  help  their 
members  find  ways  to  deliver  high-quality  care 
while  practicing  cost  containment. 

Two  vehicles  to  meet  these  challenges  have 
been  in  the  public  eye  for  some  time.  One  is  the 
Voluntary  Effort,  a joint  effort  of  the 
American  Hospital  Association,  the  American 
Medical  Association,  the  Federation  of 
American  Hospitals,  and  other  sectors  of  the 
health  care  industry,  including  suppliers  and 


TOM  E.  NESBITT,  MD,  of  Nashville, 
Tennessee  is  president  of  the  American 
Medical  Association. 


payers,  to  reduce  the  rate  of  increase  in  health 
care  expenditures.  The  other  is  the  National 
Commission  on  the  Cost  of  Medical  Care, 
whose  Summary  Report  containing  48  recom- 
mendations to  contain  health  care  costs  was 
released  last  December. 

Voluntary  Effort 

The  Voluntary  Effort  is  one  of  those  rare 
opportunities  for  the  AMA  to  work  with  local 
societies  toward  a common,  visible  goal.  State 
committees  are  constituted  on  the  same  basis 
as  is  the  national  steering  committee.  There  are 
committees  in  all  50  states,  and  most  have  met 
to  draft  resolutions  in  support  of  the  effort  and 
to  begin  to  outline  a program  that  will  work  to 
best  meet  the  needs  of  each  state. 

The  best  news  is  that  the  goal  that  each  state 
achieve  a two  percentage-point  reduction  in 
the  rate  of  increase  in  hospital  expenditures 
during  1978  and  again  in  1979  appears  to  be 
reachable.  First  quarter  figures  for  1978, 
announced  in  June,  indicated  a slowing  of  the 
rate  of  increase  in  expenditures  to  13  per  cent, 
three  percentage  points  below  the  16  per  cent 
rate  of  increase  recorded  for  the  first  quarter  of 
1977.  And  preliminary  second  quarter  figures 
show  that  success  is  still  ours.  Of  course, 
hospitals  across  the  country,  with  the  help  of 
the  physicians  who  staff  them,  were  already 
working  to  cut  expenditures  when  the 
Voluntary  Effort  was  implemented.  With  the 
cooperation  of  the  state  committees,  we  will 
continue  to  meet  the  challenge. 


The  Rhode  Island  Medical  Society  And  The  Ama 
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The  Summary  Report  of  the 
National  Commission 

[he  second  vehicle  to  meet  this  challenge, 
the  Summary  Report  ol  the  National  Commis- 
sion, covers  more  areas  and  involves  a more 
broadly  based  set  ol  goals.  The  groundwork 
for  the  commission  was  laid  in  mid- 1 975  when 
the  AMA  Board  of  Trustees  had  some  lengthy 
discussions  on  the  problem  of  escalating 
health  care  costs.  To  answer  some  of  these 
questions,  the  Board  decided  to  appoint  a 
freestanding  autonomous  commission.  Mem- 
bers would  be  invited  from  the  health  care 
delivery  sector,  from  government,  from 
consumers,  from  business,  from  labor,  and 
from  the  academic  community;  the  association 
would  fund  the  activities  and  provide  adequate 
staff,  but  would  not  ask  accountability  from 
the  commission.  The  Commission  would  be 
told  that  its  report  would  be  issued  publicly 
without  prior  review  from  the  AMA. 

The  National  Commission  that  was  formed 
from  these  plans  held  its  first  meeting  in  March 
of  1976,  at  which  time  the  members  divided 
into  four  task  forces;  marketplace,  demand, 
supply,  and  technology.  It  was  through  the 
task  force  work  that  the  basis  for  the 
Commission’s  recommendations  was  estab- 
lished. Task  force  meetings  and  plenary 
sessions  were  held  for  two  days  every  other 
month  over  20  months. 

The  plenary  sessions  were  utilized  to  bring 
speakers,  both  commission  members  and 
invited  guests,  to  address  broad  issues  that 
affected  the  commission’s  deliberation.  For 
example,  demographic  projections  were  pre- 
sented by  the  US  Census  Bureau;  possible 
legislative  programs  by  representatives  of  the 
US  Department  of  Health,  Education,  and 
Welfare;  and  various  alternative  delivery 
systems  by  physicians  and  economists  knowl- 
edgeable in  those  areas.  Other  programs  and 
possible  experimental  designs  were  discussed. 
The  plenary  sessions  also  were  the  scene  of 
lively  discussion  among  the  commission 
members. 

Recommendations 

The  48  recommendations  that  emerge  come 
down  philosophically  on  the  side  of  strength- 
ening the  role  of  the  marketplace  in  the 
delivery  of  health  care  as  opposed  to  favoring  a 
regulatory  route.  Many  recommendations  are 
not  totally  acceptable  to  the  AMA;  others 


present  problems  to  the  various  entities 
involved  in  the  commission  proceedings. 

Throughout  the  time  the  National  Commis- 
sion was  meeting,  state  cost  commissions  were 
formed  and  cost  committees  already  in 
existence  stepped  up  their  efforts.  AMA  staff 
assigned  to  the  commission  was  able  to  share 
programs,  information,  and  insights  with  the 
state  efforts,  and  the  states  were  happy  to  share 
with  the  commission.  Here  again  there  was  a 
wonderful  opportunity  to  work  together 
toward  common  goals. 

The  National  Commission,  through  discus- 
sion and  study,  recognized  the  problems  that 
are  causing  the  rate  of  escalation  in  health  care 
costs,  and  they  recognized  that  there  are  fail- 
ures in  the  market  system  that  are  preventing 
the  system  from  working.  They  sought  com- 
petitive measures  that  would  create  incentives 
to  modify  the  stalemate  situation  and  to  allow 
the  marketplace  to  begin  to  function. 

The  first  thing  the  commission  said  was  that, 
to  aid  the  marketplace,  there  would  have  to  be 
a strengthening  of  price-consciousness  by 
provider  and  consumer  alike.  That  is  a very 
important  idea.  The  notion  of  price-conscious- 
ness must  become  paramount  to  the  providers 
of  health  care — physicians  and  hospitals — to 
the  public,  and  management,  and  to  govern- 
ment before  insurance  programs  can  be 
appropriately  restructured  around  some  new 
concepts. 

Variable  Cost  Insurance 

One  such  concept,  put  forward  for  further 
study  by  the  commission,  is  called  variable  cost 
insurance.  How  would  it  work?  Let’s  say  that 
two  persons  are  employed  by  the  same 
company  and  pay  the  same  premium  every 
month  for  the  same  group  insurance  policy. 
One  month  both  employees  require  gall- 
bladder surgery.  One  employee’s  physician 
puts  him  in  a large  famous  teaching  hospital 
for  the  requisite  number  of  days  and  orders 
appropriate  tests  and  laboratory  work.  The 
other  employee’s  physicians  uses  a small 
hospital  for  the  same  procedure.  The  second 
employee’s  bill  is  less  than  that  of  the  first. 
Under  conventional  insurance  policies  the 
second  employee  would  subsidize  the  first 
employee’s  health  care  bill.  Under  variable  cost 
insurance  options  to  choose  various  types  of 
care — and  to  pay  for  them  accordingly — 
would  be  offered.  Employees  would  be  offered 
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coverage  that  would  reward  their  level  of  price- 
consciousness  by  correspondingly  lower  pre- 
miums, or  they  could  choose  to  pay  the  price  of 
more  expensive  care.  In  short,  variable  cost 
insurance  would  allow  persons  to  share  the 
costs  of  what  they  buy. 

And  there  are  other  ideas  to  be  tried  from  the 
Commission  Report,  each  proposed  as  a 
model  that  can  be  studied  for  feasibility.  If  a 
concept  proves  to  be  applicable  after  study,  it 
can  be  implemented  on  a broader  scale. 
Implementation  will  have  to  be  done  on  a 
cooperative  basis,  with  the  understanding  of 
all  those  involved  in  delivery  of  health 
care:  physicians,  hospitals,  labor,  business, 

insurers,  and  consumers — in  short,  the  groups 
that  sent  representatives  to  the  commission 
meetings  so  that  the  report  could  be  drafted. 

Action  of  the  AMA  House  of  Delegates 

The  AMA  Board  of  Trustees  reviewed  the 
Commission  Report,  recommendation  by  re- 
commendation, and  sent  its  report  to  the 
House  of  Delegates  for  review  at  the  annual 
meeting  in  St.  Louis  in  June  of  1978.  The  board 
recommended  acceptance  of  the  commission’s 
philosophy,  and  the  house  endorsed  the 
statement  “that  one  hope  for  cost  containment 
in  the  provision  of  health  care  lies  in  strength- 
ening price-consciousness  in  the  health  care 
marketplace.”  The  commission’s  recommend- 
ations on  consumer  price-consciousness  also 
were  endorsed  by  the  House. 

Public  utility  regulation  was  addressed  in 
several  recommendations,  the  House  agreeing 
with  the  Board  that  government  should  not 
enact  new  regulation  and  should  review 
existing  regulations.  Other  regulatory  meas- 
ures were  referred  for  further  study.  The 
economics  of  medical  care  was  addressed  by 
the  commission,  and  the  House  agreed  with 
most  of  its  recommendations. 

The  commission’s  recommendations  on 
patient  and  consumer  education  and  other 
broad  programs  from  the  report  also  were 
adopted.  There  isn’t  space  to  review  the  entire 
report  here,  but  I can  say  that  the  house  action 
has  given  the  AMA  and  interested  local 
societies  an  impressive  agenda  for  the  future. 

Reduction  of  Regulatory  Activities 

For  the  first  time,  then,  steps  to  repair  the 
market  have  been  identified  so  that  additional 
regulatory  activities  from  the  federal  govern- 


ment can  be  averted.  There  may  even  be  a 
chance  to  turn  around  some  of  the  regulations 
already  in  place. 

The  marketplace  must  be  given  a chance  to 
work,  because  increased  regulation  can  serve 
only  to  ration  care.  If  regulation,  such  as  a 
hospital  cap,  is  instituted,  stagnation  and 
rationing  will  set  in.  Twenty-five  years  from 
now  there  won’t  be  the  progress  we’ve  seen 
over  the  past  25.  Instead,  the  picture  will  look 
as  it  does  now— the  evidence  is  in  other 
countries  with  a national  health  service. 

In  order  to  avoid  stagnation  under  regula- 
tion, the  private  sector  must  take  the  initiative 
and  must  reinstate  a health  care  marketplace 
that  can  work  with  as  few  regulations  as 
possible.  The  Commission  Report  is  a guide  to 
that  kind  of  end. 

In  another  effort  at  reducing  the  escalation 
rate  of  health  care  costs — this  one  tailored 
specifically  to  physicians — at  our  annual 
meeting  in  June,  I asked  individual  physicians 
in  their  own  private  practices  voluntarily  to 
restrain  the  rate  of  professional  fee  increases.  I 
did  not  ask  them  to  make  sudden  across-the- 
board  reductions  in  specific  fees  for  specific 
professional  services.  Physicians  after  all  are 
not  exempt  from  the  hard  realities  of  today’s 
economy. 

Moderation  of  Fee  Increases 

Physicians,  like  hospitals,  are  subject  to 
higher  overhead  costs  due  to  such  factors  as 
rising  prices  for  heating  fuel,  supplies,  and 
employee  wages.  But  they  can  place  realistic 
restraints  on  the  rate  of  escalation  of  the 
periodic  fee  increases  necessary  to  cover  those 
expenses.  Of  course,  “realistic”  must  include 
whatever  is  necessary  to  maintain  high-quality 
patient  care. 

This  request  is  reasonable  for  many  reasons. 
It  asks  no  more  of  physicians  than  is  being 
asked  of  other  components  of  the  health  care 
system.  If  hospitals  are  expected  to  reduce  the 
rate  of  spending  increases  by  two  percentage 
points  in  each  of  the  next  two  years,  then  it  is 
proper  for  physicians  to  demonstrate  their 
sincerity  and  good  faith  by  moderating  fee 
escalation  rates.  For  most  physicians  the 
resulting  financial  difference  would  be  moder- 
ate and  would  merely  reflect  an  extension  of  an 
already  downward  trend  in  the  rate  of 
professional  fee  increases. 

If  each  physician  can  moderate  annual  fee 
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increase  rates  by  one  per  cent  in  each  ot  the 
next  two  years,  the  fee  escalation  rate  would 
come  close  to  and  perhaps  even  be  under 
the  “all  items"  index  of  the  Consumer  Price 
Index. 

Importance  of  the  Cost  Issue 

Will  physicians  rally  to  this  call?  I think  that 
they  will.  Recent  public  opinion  polls  show 
that  a majority  of  physicians,  along  with  a 
majority  of  the  general  public,  agree  that  the 
major  health  care  concerns  in  our  society  today 
revolve  around  the  cost  issue.  Physicians 
realize  that,  if  certain  proposals  now  in 
Congress  are  enacted,  the  previously  forbidden 
ground  of  professional  fees  will  become  a 
playground  for  legislators,  economists,  health 
planners,  consumerists,  and  whomever. 

I’hysicians  also  realize  that  if  government 
controls  over  hospital  revenues  and  pro- 
fessional fees  are  added  to  existing  controls 
arising  from  government’s  substantial  health 
insurance  financing  commitments,  then  for  all 
intents  and  purposes  government  will  control 
the  quality  and  the  quantity — in  terms  of 
access — of  health  care  in  this  country. 

Perhaps  the  health  care  industry  can, 
indeed,  lead  this  nation  down  a little  bit 
different — and  certainly  more  progressive — 
track  than  that  of  government’s  road  of 
regulation.  It’s  worth  a try. 
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Editorials 


Interface:  RIMS 


riiis  special  issue  of  the  JOIJRNAI.  is 
devoted  to  papers  prepared  by  a member  of 
Rhode  Island  agencies  with  which  the 
physicians  of  Rhode  Island  and  the  Rhode 
Island  Medical  Society  have  daily  contacts  and 
mutual  interests.  All  of  them  have  a genuine 
concern  for  a strong  medical  community  and  a 
healthy  and  influential  local  branch  of 
organized  medicine. 

While  we  do  not  always  see  eye  to  eye  on 
specific  issues  and  while  an  adversary 
relationship  is  at  times  necessary  to  address 
certain  problems,  there  is  always  a mutual 
understanding  of  the  stresses  and  pressures  - 
political,  economic,  social,  and  human  to 


which  all  of  the  responding  groups  are 
e.xposed.  I he  happy  relationships  that  e.xist  in 
Rhode  Island  arc  certainly  not  universally 
present  in  our  sister  states. 

We  are  proud  of  the  cordial  and  perceptive 
friendships  that  are  so  evident  here,  and 
appreciate  the  messages  from  so  many 
associated  groups  that  bear  this  out  (the 
response  to  the  Society’s  request  for  papers 
was  100  per  cent). 

We  urge  our  readers  to  peruse  these  papers 
carefully  and  thoughtfully  and  to  join  with  the 
editors  in  expressing  our  appreciation  to  our 
friends  and  associates  in  health  care  for  their 
expressions  of  good  will. 


Postsurgical  Decompression  and  Immediate 
Elemental  Feeding 


The  readers  who  were  active  in  surgery 
during  the  World  War  II  days  of  long  ago  will 
remember  well  the  early  dismay  followed  by 
happy  amazement  at  the  success  of  early 
ambulation  following  major  surgery  in  hasten- 
ing convalescence.  The  motivation  in  the 
military  was  early  return  to  duty,  but  it  proved 
the  detrimental  effect  of  prolonged  rest  in  bed, 
which  had  been  recognized  in  the  clinics  of 
Eastern  Europe  at  least  ten  years  earlier, 
probably  inspired  by  the  need  for  thrift.  As  a 
result  the  length  of  hospitalization  was 
shortened  appreciably. 

Now  there  is  a prospect  that  patients  may  be 
discharged  as  early  as  two  to  four  days 
following  major  surgery  if  early  feeding  is 
accomplished. 

It  has  long  been  known  that  distention  of  the 
bowel  is  secondary  to  swallowed  gases. 
Furthermore,  Moss  and  associates'-^  have 
demonstrated  in  man  and  animals  that 


exclusion  of  swallowed  air  from  the  gastroin- 
testinal tract,  maintenance  of  adequate  levels 
of  plasma  albumin,  and  attention  to  electrolyte 
balance  will  prevent  the  development  of 
adynamic  ileus.  Even  very  brief  periods  of 
deprivation  of  nutrition  produce  cell  changes 
in  the  bowel,  demonstrable  by  electronmicro- 
scopy,  which  contribute  to  the  ileus  and 
delayed  bowel  function.  Under  conditions  of 
adequate  postoperative  nutrition,  albumin  and 
globulin  synthesis  is  stimulated,  administered 
glucose  is  oxidized  more  extensively,  bowel 
and  abdominal  wounds  have  greater  tensile 
strength  at  96  hours  due  to  better  collagen 
synthesis,  and  there  is  a marked  elevation  in 
the  insulin  level.  DNA  synthesis  is  also 
accelerated.  Thus  the  surgeon  achieves  a major 
goal,  namely  a stronger  wound  earlier. 

Moss  has  demonstrated  that  a conventional 
nasogastric  tube  or  gastrostomy  is  an 
inefficient  way  of  aspirating  air  from  the 
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sloiiiach.  I lie  stomach  acts  as  a series  of 
longitudinal  tubes  or  eoiulnits.  rtither  than  a 
single  eontiacting  sae.  To  improve  aspiration 
he  has  devised  a three-lumen  tube  with  a 
balloon,  which,  facilitates  simultaneous  aspira- 
tion (W  the  esophagus  and  slomaeh  and  feeding 
ol  an  elemental  diet  by  way  ol  the  duodenum. 

I he  tube,  while  large  ( No.  20  I rench ).  is  said  to 
be  tolerated  reasonably  well. 

by  this  method  bowel  funetion  and  nutrition 
are  restored  immediately,  and  w'outui  healing 
ean  be  significantly  accelerated.  I he  Moss  tube 
is  now  :i\ailable  eommereially.  Moss  initially 
reported  .M  eonsecutive  choleeystectomy 
patients  ranging  in  age  from  22  to  71  years, 
who  were  given  hyperalimentation  by  this 
method.  Si.x  were  discharged  at  48  hours  after 
surgery,  12  at  72  hours,  and  the  rest  in  96 
hours.  I here  were  no  complications  or 
dissatislaction.  Since  then  Moss‘d  has  con- 
tinued this  practice  with  uniformly  satisfactory 
results  in  a \ariety  of  cases  subjected  to  many 
t\pes  ol  abdominal  surgery,  including  bowel 
resection. 


While  it  is  still  too  early  to  consider  this  an 
established  practice,  the  later  experience  of 
Moss  and  others  appears  to  confirm  his 
lindings. 

II  this  most  recent  advance  in  surgery  proves 
to  be  sound,  the  length  of  hospitalization  of 
surgical  patients  will  be  (urther  shortened  to  a 
significant  degree.  We  shall  follow  this 
promising  contribution  with  great  interest. 
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Guest  Editorial 


The  Future  Shape  of  Health  Care 

H\  F’etcr  I-.  Druckcr 


I’residcnt  Carter  is  expected  to  announce 
very  soon  “principles”  lor  major  health-care 
legislation.  But  the  future  American  health- 
care system  is  being  built  right  now,  and 
without  benefit  of  legislation  Mr.  Carter’s 
proposals,  whatever  they  might  be,  can  be 
bluntly  called  “non-starters”.  There  will 
undoubtedly  be  congressional  hearings  on 
them  with  mountains  of  testimony,  studies  and 
reports.  But  if  these  produce  anything  at  all,  it 
will  be  the  proverbial  “ridiculus  mus,”  the 
ridiculous,  tiny  mouse. 

I he  reason  for  this  is  not  even  resistance  to 
the  costs  of  new  government  programs.  It  is  the 
total  absence  of  any  grassroots  pressure  for 
major  health-care  changes. 

It  is  simply  not  true  that  the  American 
people  are  dissatisfied  with  the  health-care  de- 
livery system.  The  overwhelming  majority  in 
any  survey — some  90%  or  so — declare  them- 
selves “well  satisfied”  or  “highly  satisfied”.  It  is 
even  less  true  that  Americans  feel  themselves 
’’suffering  under  the  staggering  costs  of  a fee- 
for-service  system,”  as  1 heard  one  of  our 
distinquished  Senators  orate  recently. 

Doctors  and  hospitals  are  in  large  part  on  a 
fee-for-service  basis;  patients  are  not.  Nineteen 
out  of  20  of  us  around  95%  of  the 
population  have  a prepayment  health  plan 
and  do  not  pay  for  the  services  we  receive. 
Indeed,  that  may  be  one  of  the  reasons  why 
health-care  costs  are  so  hard  to  control. 

The  majority  of  us  are  enrolled  in 
employment-based  plans  with  the  rest  being  on 
Medicare  or  Medicaid.  And  most  of  us  neither 
know  nor  care  what  our  individual  health-care 
insurance  costs  are.  It  is  considered  to  be  “free” 


Reprinted  from  The  Wall  Street  Journal,  Wednesday, 
.luly  19,  1978 


PETER  E.  DRUCKER,  Clarke  Professor  of 
Social  Seiettees,  Claremont  Clraduate  Sehool, 
Claremont . Califortiia. 


in  most  cases:  that  is,  the  costs,  as  in  a National 
Elealth  Plan,  are  being  paid  through  a 
compulsorv  lew  that  is  pre-take-home  pay  and 
pre-income  tax. 

The  only  reason,  I suspect,  that  we  still  hear 
of  a “National  Health  Service”  is  Sen.  Edward 
Kenedy’s  understandable  desire  to  have 
his  name  on  one  piece  of  major  national 
legislation.  Even  the  unions  who  sign  their 
names  to  the  Kennedy  proposal  and  testify  for 
it,  are  at  best  lukewarm.  Every  one  of  the  union 
officers  and  union  staffers  with  whom  I have 
talked  wants  health-care  benefits  to  remain  a 
bargainable  issue  which,  of  course,  it  would 
cease  to  be  if  we  legislated  a National  Health 
Service  that  covers  everything  for  everybody. 

Indeed,  most  union  leaders  and  even 
more  their  staff  advisors  see  health-care 
benefits  as  the  only  area  of  potential  union 
gains  in  the  years  ahead,  considering  the 
resistance  to  wage  increases  and  to  higher 
taxes,  and  freedom  to  bargain  on  health-care 
benefits  as  essential  to  the  very  surv  ival  of  the 
American  labor  movement. 

Health-Care  Prediction 

While  the  administration  and  Congress  fight 
sham  battles,  the  future  American  health-care 
system  at  least  for  959?  of  the  population 
is  rapidly  emerging  and  can  be  predicted  with 
very  high  probability.  It  will  be  different  from 
the  present  one  in  three  aspects: 

in  the  coverage  of  health-care  costs; 
in  its  pluralism  of  health-care  deliverers; 
in  its  organized  control  and  self-control  of 
medical  standards  and  health-care  costs. 

Eive  years  henee  around  three  quarters  of 
the  American  people  will  have  “catastrophic 
illness  insurance”  fewer  than  60%  have  it 
today.  Ten  years  hence  959^;  will  have  it.  There 
will  be  no  “ceiling,”  that  is,  no  maximum 
beyond  which  the  insurance  does  not  pay. 
There  is  actually  no  such  “ceiling”  today 
except  in  the  eontract.  As  every  hospital  knows 
(Continued  on  Page  468) 
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Editor’s  Mailbox 


Maurice  W.  Laufer,  MD 

I ()  tlic  iHiitor: 

1 he  lines  which  follow  explain  themselves; 

IN  DHDICA HON 
AND 

IN  LOVING  MEMORY 

MAURICE  W.  LAIJEER.  M l). 

1914-1978 

Consideration,  contemplation 
C'oncern,  worry,  disappointment 
,As  the  loving  others  of  your  life 

take  humanity’s  weak  step  backward. 

Encouragements,  clarifications 
file  others  regaining 

With  a stronger  foothold,  as  they  were 
permitted  a sharing  in  your  being. 

Your  bashful  smile,  aware 
Your  directing  hands  folded  before  your 
stooped  frame 

Your  composure,  wisdom,  terse  comments, 
occasional  cynicisms,  yet  an  aloneness, 
a privacy. 

We  think,  we  feel,  we  wonder 
At  times  there  is  fear  or  joy 
Although  in  a community  we  reside, 
it  seems  we  are  often  alone. 

Was  there  sadness  for  you? 

Confusion  ot  purpose? 

Where  were  we,  the  community’s  comforters, 
unavailable  to  our  own, 
each  too  alone? 

Instead  we  are  entrenched  in  further 
knowledge  and  research. 

We  embrace  so  tenaciously  position  and  its 
supporting  materialism. 

Permitting  an  elusive,  yet  evei  present  but 
subtle,  enmity  between  the  genuine,  true 
needs  of  the  I and  of  the  thou. 


And  all  the  while  one,  many  or  all 
()l  us 

Suffers  too;  quietly,  privately  alone,  forgotten. 

Not  so! 

Lor  all 

Aside  from  one’s  cultural  expressions  or 
clumsy  disinclinations 
I here  is  the  One, 

OI  Whom  each  is  a part. 

Liven  in  our  solitude,  Maury, 

We  remain  steadfastly  a part; 

Although  imperfectly  alone 
I he  Eullness  ol  Perfection  awaits. 

Your  life  has  taught 

I hat  service  to  others  never  passes  for  naught. 
May  a spark  ol  love  from  the  smile  of  your 
presence 

Permit  the  glow  ol  concern  to  weaken, 
our  self-oriented  essence. 

Ronakl  .lerome  Cavanagh.  MI) 
.Sakonnet  Medical  Center 
L?.?4  Main  Road 
Liverton,  R 1 02878 


TOPICS 

IN 

HEMATOLOGY 

Wednesday,  January  10,  1979 

George  Auditorium, 

Rhode  Island  Hospital 

Topics  will  include  "Hemoglobinopathies: 
Diagnosis  and  Management"  by  Bernard  J. 
Forget,  MD;  "Sideroblastic  Anemias:  Diag- 
nosis and  Management"  by  Lewis  Weintraub, 
MD:  "Megaloblastic  Anemias"  by  Manfred 
Steiner,  MD;  "Aplastic  Anemia:  Newer  Con- 
cepts in  Therapy"  by  Henry  Kaplan,  MD. 


This  offering  meets  the  criteria  for  5 credit 
hours  in  Category  I of  the  Physicians  Recog- 
nition Award  of  the  AMA. 
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Runs  on  regular  ^as! 

SNOW  PLOW  AVAILABLE.  C-all  for  Demonstration. 
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CARDIAC  REHABILITATION 

Exercise  Therapy  and  Comprehensive 
Rehabilitation  Services  for  Patients: 

— following  myocardial  infarction 
— following  cardiac  surgery 
— with  stable  angina  pectoris 

Each  individualized  program  includes  initial 
exercise  test  and  prescription,  medically  super- 
vised and  ECG  monitored  exercise  sessions,  risk 
factor  counseling  and  education,  home  exercise 
program  and  full  report  to  personal  physician 
on  completion. 

For  further  information  contact: 

THE  HEART  CENTER 

200  High  Service  Avenue 
No.  Providence,  Rl  02904 

Tel.  774-6777 


I 


Come  to 

North  Smithfield,  Rhode  Island 
Convenient  to 

Fogarty  and  Woonsocket  Hospitals 

Slatersville 
Medical  Centre 

Present  tenants  include: 

•PHARMACY 
•LABORATORY 
•RADIOLOGY  GROUP 
•PEDIATRICS  CENTER 

Call  767-3350  — Mr.  Dumais 


December.  1978 


467 


duiigcs  nol  cox'crcd  hy  the  calastopliic-illiiess 
policy  are  not  collectable. 

But  while  the  iuciclence  ol  “above-ceiling” 
costs  is  tpiite  small,  tlie  Tear  ol  tliem  is  real.  We 
might,  howexer.  see  a good  deal  ol  emphasis  on 
a lairlx  high  deductible  a floor  lor 
catastrophic-illness  reimbursements  and  on 
some  “coinsurance”  leature  up  to  a certain 
amount  or  to  a certain  percentage  ol  the 
insured’s  lamily  income.  And  perliaps  xve  will 
see  goxernment  reinsurance  ol  catastophic 
illness  costs  lor  the  5^/f  “noninsurables”  first 
proposeil  25  xears  ago  by  I’resident  Fisen- 
hoxver. 

I'ixe  yetirs  hence  Ixvo  filths  ol  the  population 
the  employes  in  large  companies  and 
goxernments  xvill  be  insured  for  the  costs  of 
prescription  drug,,  again  xvitli  a deductible 
perhaps  of  SlOO  a year  per  family.  More 
important  and  more  costly  byl9S5orso 
around  half  ol  the  families  in  America  will 
haxe  insurance  for  dental  bills  and  by  1990 
the  great  majority  xvill  haxe  it.  By  then  also  the 
e.xpenses  for  the  three  most  common  medical 
appliances  eorrectixe  glasses,  hearing  aids 
and  dentures-  will  be  insured  for  the  majority. 

I he  vehicle  for  these  e.xtensions  of  coverage 
xvill  not  be  laxv  but  contracts  betxveen 
indixidual  employers  and  their  employes. 
Emotional  problems  will  not,  however,  be 
coxered  bx  most  of  these  contracts,  I believe, 
except  in  the  case  of  genuine  psychotic 
ailments  requiring  hospitalization.  The  cost  of 
psychotherapy  is  much  too  high  and  im- 
possible to  control.  Despite  goxernment 
assertions  that  “three  out  of  four”  Americans 
suffer  from  emotional  illness,  the  belief  in  the 
ellicacy  ol  psychotherapy  has  probably  crested 
and  may  be  going  doxvn  very  fast. 

Most  ol  the  current  discussion  of  health-care 
delivery  is  couched  in  terms  of  either  the 
individual  physician  practicing  alone  or  of  the 
“Health  Maintenance  Organization,”  a collec- 
tive of  physicians  operating  out  of  one  central 
location.  But  the  American  health  care  system 
of  tomorroxv  will  consist  of  three  parallel  and 
competing  channels  of  delivery:  the  private 
physician,  the  Indixidual  Physicians  Associa- 
tion (IPA)  ami  the  HMO. 

1 he  bulk  ol  health-care  delivery  10  years 
hence  will  still  be  with  the  private  physician, 
though  more  and  more  xvill  have  xvhat  are 
(erroneously)  called  group  practices.  Next  in 
importance  will  be  the  IPA.  Employers  in 


certain  areas  x\  ill  get  together  and  set  standards 
and  Ices  for  medical  services,  with  the  help  ol  a 
medical  director  or  counselor.  Physicians  who 
agree  to  meet  the  staiularils  and  lee  levels  xvill 
be  recommended  to  employes  by  the  Il’A. 

I his  is  essentially  the  system  that  has  been 
working  xxell  in  (iermany  for  75  years.  It 
preserves  freedom  of  choice  on  the  part  ol  the 
patient,  but  also  proxides  a means  of  cost  and 
(.|uality  control.  Such  plans  already  exist  in  the 
E'.  S.  and  are  growing  fast. 

I he  1 1 MO,  on  the  other  hand,  will  groxv  onlv 
to  the  extent  to  which  goxernment  imposes  it.  1 
used  to  be  a fervent  adxocate  of  HMOs.  But  it 
may  well  be  an  idea  xvhose  time  has  passed, 
despite  fervent  advocates  in  Washinton.  The 
IPA  does  everx thing  the  HMO  does  but 
xxithout  the  latter’s  limitations  that  is,  the 
absence  of  physician  choice  and  a permanent 
physician-patient  relationship.  The  only  cost 
adxantage  of  the  HMO  is  its  ability  to 
concentrate  its  patients  in  one  centrally 
managed  health-care  facility.  But  in  a 
decentralized  country  such  as  the  II. S.,  and 
xvith  more  and  more  women  working  miles 
from  their  husbands  and  children,  this  isn’t  an 
adxantage  at  all. 

The  great  attraction  of  an  IPA  is  that 
policing  of  standards  xvill  stay  within  the 
medical  fraternity.  The  IPA  director  and 
medical  counsel  xvill  decide  xxhich  physicians 
xvill  be  admitted  to  practice  for  the  subscribers. 

“Peer  review”  of  doctors  by  doctors  in 
hospitals  is  groxxing  because  of  malpractice 
suits  and  goxernment  pressure.  Coming  even 
faster  is  systematic  rex  iexx  of  hospital  costs  by 
Blue  Cross  and  other  insurers,  as  xvell  as 
empoyers  and  large  unions.  T en  years  hence, 
large  empoyers,  goxernment  bodies.  H^As  and 
hospitals  xxill  jointly  determine  medical 
standards  and  costs  in  typically  American 
fashion — disorderly  and  decentralized. 

Some  Untruths 

It  is  simply  not  true  that  the  American  health 
care  system  is  more  expensive  than  any  other 

it  may  actually  be  among  the  cheaper  ones 
in  terms  of  gross  national  income  and  family 
income.  The  figures  that  are  bandied  about  on 
the  “loxver  costs”  of  other  systems  are  simply 
phony  the  real  cost  of  the  British  National 
Health  Scrx  ice,  for  instance,  is  not  “under  7% 
of  GNI’”;  it  is  closer  to  12%  considering  that 
the  British  will  have  to  spend  in  the  next  five 
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ATTENTION  ALL  R.I.  MB’S 

-^ams  DRUG 

1200  N.  MAIN  ST. PROVIDENCE 

IS  NOW 

OPEN 


WITH  A REGISTERED  PHARMACIST 
ALWAYS  ON  DUTY. 

PHONE:  621-7104  or  272-3048 


YEAR-END  TAX  PLANNING 

A & M 

If  you  know  that  some  part  of  your  1978 
earnings  will  be  taxed  at  50%  to  70%  by 
''Uncle  Sam,"  plus  8.5%  to  12%  more  to  the 

SECRETARIAL 

State,  you  owe  it  to  yourself  and  family  to  see 
HOW  MANY  LEGAL  WAYS  STILL  REMAIN  TO 

SERVICE 

EFFECT  SUBSTANTIAL  REDUCTIONS  IN  YOUR 
INCOME  TAX  LOAD  for  '78;  via  tax  shelters 

which  are  fast  disappearing!  (Only  a few 
days  remain  for  effective  use.) 

592  SMITHFIELD  AVENUE 

R.  A.  DEROSIER  AGENCY 

PAWTUCKET  R.  E 02860 
(401)  728-8450 

FOURDEE  AGENCY,  INC. 
FOURDEE  PLANNING  CORP 

Medical  transcripts  professionally 

DEROSIER  PLAN  ADMINISTRATORS,  INC 

(N  A S D.  Broker /Dealer) 

typed  in  our  office.  IBM  Selectric 
typewriters;  pick-up  and  delivery. 

215  Waterman  Avenue 

East  Providence,  Rhode  Island  02914 

All  transcripts  are  held  in  the 

Phones  available:  438-0660 

strictest  of  confidence.  The  best 
of  references  will  be  supplied  at 

438-0670 

your  request. 

438-0664 

Decembfr,  1978 
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\c;iis  almost  as  miicli  on  makint?  good  their 
shoi  tiigc  <d  hospital  heels  as  they  ;ire  speiulinu 
on  enrrent  hetilth  e;iie  operations. 

It  is  simpl\  not  true  that  out  health  e;ire  eosts 
h;i\e  risen  hister  th;m  those  ol  other  eountries 

the\  h;i\e  risen  mneh  laster  in  (iei many  ;ind 
in  Sweden,  lot  in-.t;inee.  It  is  simply  not  true 
that  .Ameiiea  uses  hospittds  morethtin  tinyone 
else.  In  e\er\  de\elopeti  I'uropean  eoimlry, 
hospital  admissions  per  thousand  population 
aie  higher  than  in  the  U.S.,  hospital  slays  tire 
longer  and  in  most  ol  them  the  per  diem  cost  is 
higher. 

It  m;i\  not  e\en  be  true  that  health  eare  ;ind 
espeei;dl\  hospittil  eosts  h;i\e  risen  faster  than 
;in\  other  nuijor  item  in  America  ;ind  faster 
th;m  inlhition  that  m;iy  be  true  only  for 
those  costs,  such  as  Medicaid,  imposed  by 
go\  ernment. 

In  other  words,  there  are  g(H)d  reasons  why 
the  gretit  maiority  of  Americans  in  every 
sur\e\  declares  itself  as  "pretty  satisfied”  with 
Its  health-e;ire  system  and  why  there  is  no 
grassroots  pressure  for  more  than  minor 
changes  in  it, 

Claremont  (iraduale  School 
C’laremont.  C A 9 I 7 I I 


What  They’re  Saying  . . . 

Writing  for  READER’S  DIGEST 
Harry  Schwartz,  member  of  the 
Editorial  Board  of  the  New  York 
Times,  recently  took  the  critics  of 
American  medicine  to  task: 

“■All  too  often,  critics  want  to  ‘organize’ 
American  medicine  by  sharply  restricting 
our  choices  when  we  become  patients, 
and  — ironically  — reducing  the 
competition.  HEW  officials  assail  what 
they  call  the  maldistribution  of  medical 
resources  in  America,  pointing  to  our 
rural  areas  and  inner  cities.  No  free 
society  which  gives  individuals,  including 
doctors,  the  right  to  choose  where  they 
will  live  and  work  ever  has  the  ideal 
distribution  envisaged  by  some 
bureaucrat.  But  the  problems  that 
inevitably  exist  should  not  be 
exaggerated.’’ 


— kKMINDKR  — 

“Very  late  in  life,  when  he  was  studying 
geometry,  some  one  said  to  Eacydes,  ‘Is  it 
then  a time  foryou  to  be  learning  now?’  ‘If 
it  is  not,’  he  replied,  ‘when  will  it  be?’’’ 

. . . Diogenes  Laertius 

Attend  C'lVIPi  Activities 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

too  Wampanoag  Trail  East  Providence 
Tel.  438-4275 


Waterfront  townhome 

on  Fishing  Cove  with  a beautiful  view 
of  Wickford  Harbor.  Moor  your  boat 
where  you  can  see  it.  Master  has  a pri- 
vate bath  and  sitting  room  with  a deck. 
Another  bath  up  and  half  down.  Fourth 
bedroom  or  study  on  first  floor  near 
entrance. 

$68,500  Call  1-295-5773 
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